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THE TRANQUILITY OF THE EVENING 


GuNNAR GUNDERSEN, M. D. 
President, American Medical Association 


n recent months, I have been reading a 
| wide variety of opinions on the broad 

subject of old age. What has interested 
me has been the universal interest and curi- 
osity in this subject throughout man’s 
history. From the days of Plato to the pres- 
ent, many of the world’s great thinkers have 
pondered the joys and sorrows associated 
with advanced years. Opinions range from 
the cynical to the hopeful. 

For example, La Rochefoucauld, writing in 
17th century France, said: 

“In growing old, one grows more foolish 
and more wise.” 

On the other hand, the great Victorian 
statesman, Benjamin Disraeli, wrote: 

“Youth is a blunder; manhood a struggle; 
old age a regret.” 

But I personally prefer this statement by 
Somerset Maugham: 

“For the complete life, the perfect pattern, 
includes old age as well as youth and matur- 
ity. The beauty of the morning and the 
radiance of noon are good, but it would be 
a very silly person who drew the curtains and 
turned on the light in order to shut out the 
tranquility of the evening.” 

Such a view expresses the quiet optimism 
of a man enjoying old age. For many people, 
this attitude brings comfort and happiness in 
the final years of life. But others are not so 
fortunate. 

Each year, thousands of senior citizens are 
virtually condemned to exile by an unthink- 
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ing society. The celebration of their 65th 
birthday means for many an unwanted push 
out of active living. They are thrown out of 
work, ostracized from society and forced to 
live on drastically reduced incomes. 

Of course, this description does not apply 
to everyone over 65. Many of our senior 
citizens lead comfortable, active and reward- 
ing lives. But there are many who cannot. It 
is this second group I shall talk about today. 

Since my return from the Far East a few 
weeks ago, I have visited several state so- 
cieties. At each meeting, the concern over 
health care for the aged has overshadowed 
all discussion. Time and again, I have been 
asked what we are doing to meet this urgent 
need, and why there is such concern over it. 

Certainly we all are aware that health care 
for the aged is a very pressing challenge to 
American medicine. Although we recognize 
this need, some might be hazy about the 
reasons for our concern. 

As part of my answer, let me read you this 
quote by Benjamin Franklin, written when 
he was 31 years old: 

“I perceive myself to be growing old,” he 
wrote. Although Franklin lived another 53 
years, he had sound reasons for his state- 
ment. In his day, the average life-span was 
35 years. 

Since then, however, the life expectancy of 
Americans has more than doubled, so that a 
child born today can expect to live into his 
70s. Just 10 years ago, that figure was 65. 

Right now there are approximately 15 m'‘l- 
lion people over 65, or one out of every 11 
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citizens. By 1980, that proportion will have 
jumped to one out of seven. 

The reasons for such a lengthening of man’s 
lifespan can be found in the unprecedented 
progress of medical science and sanitation. 
In a sense, the medical profession and its 
allies in the health field are largely respon- 
sible for more people living longer. 

But the blessings of longer years for every- 
one have not come unaccompanied. Along 
with advanced age have come a host of wor- 
ries and ailments. 

Childhood killers have been conquered, but 
now that life expectancy has been extended, 
we are faced with those degenerative diseases 
and chronic ailments which were relatively 
rare in past generations. 

Because medicine shares a_ responsibility 
for these new problems, I believe we have 
the obligation to try to overcome them. And 
overcome them we must, for without a doubt, 
if we fail, there are others ready to step in. 

In this case, the “others” represent the fed- 
eral government, which, for the last few 
years, has been taking an increased interest 
in medical matters. For example, there is 
now pending before Congress a bill which 
would provide certain hospital, surgical and 
nursing home benefits to most social security 
beneficiaries. 

Because of such Congressional rumblings, 
I believe American medicine has another 
prodding reason to provide health care for 
the aged. It is reasonable to warn that once 
health care is subsidized for those over 65, 
there is good reason to believe Congress will 
extend such benefits gradually to other age 
groups, until we have nation-w‘de compul- 
sory health insurance. But such a drastic 
change need not take place, since medicine 
has a plan of its own, one which offers realis- 
tic health coverage to our senior citizens. 

For years now, we have been anticipating 
the enormous changes and problems touched 
off by more people living longer. In the past, 
a major obstacle between old people and 
good health care has been one of economic 
difficulty. For years, an illogical, capricious 
system of compulsory retirement based on 
chronological age has forced a large segment 
of our population to adjust suddenly to living 








on drastically reduced 
—incomes. 
Because __ this 


and often inadequate 


been mush- 
rooming, American medicine has been pre- 
paring to meet it. We have anticipated the 
ultimate need of a program to provide health 
care tailored to the reduced incomes of our 
senior citizens. All aspects of the problem 
have been studied—not just medical, but 
social, economic, occupational and _ psycho- 
logical. Out of intensive research and study, 
we have developed a program which is both 
practical and effective, one which will help 
the aged help themselves. 

It is a program by which the individual 
can plan ahead for health expenses in his 
later years. 

It is a program steeped in the traditional 
American concept of voluntary action on the 
part of the individual. There is no compul- 
sion, no dependency on the government, no 
financial burden on others or on tax funds. 

It is a flexible program, based on the knowl- 
edge that the needs of our senior citizens are 
many, and could never be solved by a rigid 
plan. 


situation has 


Since our program has been developed, 
several significant steps have been taken to 
set it into motion. 

1. Last December, of Dele- 
gates unanimously adopted a proposal con- 
cerning those of our population 65 and over 
with modest resources or low family incomes. 
For medical services to this group, physicians 
have been asked to accept a level of com- 
pensation that will permit the development 
of low cost health insurance and prepayment 
plans. 

2. State and local medical societies 
throughout the nation have responded to this 
call by acting to implement the plan at their 
annual meetings this spring. Already, many 
state societies have developed 
coverage for old people. 

3. A number of commercial insurance firms 


our House 


low-cost 


have introduced guaranteed-renewable con- 
tracts, “paid-up-at-65” and “65-plus” policies. 
At the AMA’s suggestion, the Health Insur- 
ance Association of America has urged its 
member companies to provide policies re- 
newable for life . . . coverage for those now 
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over 65... . coverages that will continue after 
retirement . . . and policies which offer the 
opportunity to convert from group to in- 
dividual contracts when employment ends. 

4. The AMA House of Delegates has 
vigorously denounced the widespread policy 
of compulsory retirement based on chrono- 
logical age. Although retirement certainly is 
a long-awaited and well-deserved blessing for 
many of our senior citizens, we believe it 
should be voluntary, based on the desires and 
capabilities of the individual. 

Our Committee on Aging has suggested 
that labor and industry leaders re-evaluate 
compulsory retirement policies. 

5. The AMA has called attention to the 
urgent need for more facilities designed to 
fit the health requirements of the aged. Med- 
ical and health needs of our senior citizens 
range a full cycle from those who are com- 
pletely independent and able to take care of 
themselves to those who require 24-hour-a- 
day care in a hospital. In the middle of this 
cycle are the nursing homes and homemaker 
services. 

These steps are part of the way we are 
setting in motion our program to provide 
realistic medical and health care for the 
aged. Although we have realized the urgency 
of this situation, our first concern has been 
to come up with a plan that is more than just 
glamorous or idealistic, but rather one which 
will provide tangible help. 

For these reasons, we oppose those who 
would use the expedient or hasty shortcuts 
to the aging problems, such as the foolish 
philosophy of “pass-a-law-and-raise-the-so- 
cial-security-tax-again.” 

Time, however, will not stand still for our 
planning. While we are busy developing the 
best possible plan for our senior citizens, 
there are forces at work ready to turn the 
needs of the aged to political advantage. 
Prime example of the expedient, vote-con- 
scious method is the Forand Bill. 


For a number of reasons, Washington ob- 
servers doubt that Forand-type legislation 
will make much headway in Congress this 
year. However, they warn we can expect it 
to be pushed for all it is worth during the 
presidential election year of 1960. 

Therefore, instead of just offering opposi- 
tion to undesirable legislation, our immediate 
task is to mobilize the entire medical profes- 
sion to help develop widespread, low-cost 
health insurance coverage for old people. 

Regardless of how fine a plan we develop, 
regardless of how enthusiastically we talk 
about it, its success, and the success of Amer- 
ican medicine, depends on what you and I 
do about it. If our plan is to succeed, if med- 
icine is to earn the gratitude of the nation’s 
aged and of future generations of senior citi- 
zens, we must do more than pay lip service. 
You and I must make this plan work. 

Old age does not mean the end of the road. 
It should mean the continuation of an active 
rewarding life. Perhaps in our approach to 
the subject of aging, we might keep in mind 
the words of an unknown author who wrote: 

“Youth is not a time of life. It is a state of 
mind. It is not a matter of ripe cheeks, red 
lips and supple knees; it is a temper of the 
will—a quality of the imagination—a vigor 
of the emotions. 

“Nobody grows old by merely living a 
number of years—people grow old only by 
deserting their ideals. Years wrinkle the skin, 
but to give up enthusiasm wrinkles the soul. 
Worry, doubt, self-distrust, fear and despair— 
these are the long, long years that bow the 
heart and turn the greening spirit back to 
dust. 

“Whether 60 or 16, there is in every human 
being’s heart the lure of wonder, the un- 
daunted challenge of events, the unfailing 
child-like appetite for what next, and the 
joy of the game of living. 

“We are as young as our self-confidence, as 
old as our fear; as young as our desire, as old 
as our despair.” 
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AORTIC DISSECTION (Dissecting Aneurysm) 


Report of a case with surgical repair 





Dae Groom, M. D., Epwarp F. Parker, M. D., AND WILsoN GREENE, M. D.* 
Charleston S. C. 


ne of the most dramatic and rapidly 
fatal vascular accidents is that of 
spontaneous dissection of the aorta. 
Customarily referred to as dissecting ane- 
urysm, it might more properly be designated 
according to its basic pathology which is that 
of a splitting and dissection between layers of 
the wall of the aorta by blood under pressure, 
rather than a dilatation or bulging of a local- 
ized area of the vessel wall. Until recently the 
clinical diagnosis of this lesion, which has 
been recognized pathologically for many 
years, was of more or less academic interest 
inasmuch as there was no available treatment 
capable of altering the course of the disease 
and preventing the ultimate rupture and sud- 
den death. The advent of surgical procedures 
for repair of aortic dissect‘on has brought with 
it a new and more fruitful interest in the ante 
mortem diagnosis of this disease. 
Clinical and Pathologic Aspects 
Predominant in the clinical picture of 
aortic dissection is pain. Characteristically it 
is sudden in onset, of extreme severity, often 
“tearing” in nature and progressing in stages 
from above downward. Location of the pain 
is dependent upon the site of the lesion; with 
involvement of the arch it is typically sub- 
sternal with radiation through to the back, 
notoriously simulating that of myocardial in- 
farction. Blood pressure may rise with the 
unremitting pain, or may fall to shock levels 
as blood fills and distends the adventitious 
lumen of the aorta. Often accompanying ex- 
tension of the dissection are manifestations 
of partial or complete occlusion at the origins 
of the various branches of the aorta, including 
differential blood pressure changes in the 
extremities, renal impairment, or paraplegia 
resulting from involvement of the intercostal 
branches supplying the spinal cord. Similarly 
a coronary artery may be occluded at its 
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ostium or the aortic valve may be rendered 
incompetent, signifying dissection in the prox- 
imal portion of the aorta. Rupture of the thin- 
walled false lumen with fatal hemorrhage 
into one of the body cavities is the rule with- 
in hours, days or weeks, although rarely the 
dissection may remain intact for months or 
even years without gross impairment of 
arterial blood supply. In such cases the 
double-lumen area of aorta may be a surprise 
finding at autopsy of a patient who has had 
perhaps evanescent neurologic signs follow- 
ing what was construed as a heart attack. 

Traditionally this disease has been ascribed 
to a medial degeneration of the vessel allow- 
ing dissection by blood under pressure follow- 
ing a tear through the intima. Its association 
with hypertension, with Marfan’s syndrome, 
and perhaps with pregnancy and coarctation 
has been noted. Although it is predominantly 
a disease of middle age and beyond, rarely, 
it seems, does the tear occur at the base or 
edge of an atheromatous plaque. Notable is 
the fact that the aorta, which can be demon- 
strated to be capable of withstanding many 
times the hydraulic pressures encountered in 
the human body, can be split remarkably 
easily between its layers when they are sepa- 
rated longitudinally. This, together with the 
observed occurrence of aortic dissection with- 
out an obvious intimal tear, has led to the 
more recent theory that the initial lesion may 
be hemorrhage from the vasa vasorum within 
the wall of the vessel, contributed to by other 
vessels (including branches of the aorta) as 
the dissection proceeds, with the rent in the 
intima being the consequence rather than the 
instigating factor in the process. A considera- 
tion of these mechanisms is of practical im- 
portance in the surgical approach to aortic 
dissection. 
Surgical Aspects 

Location and extent of the area of dis- 
section, whether this be related to the loca- 
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tion of the initial lesion or not, is of course 
crucial to the surgical approach as well as to 
the clinical manifestations and prognosis. 
About 90% of a series of 22 cases from the 
Mayo Clinic' had some involvement of the 
aortic arch, with the descending thoracic and 
abdominal portions of the aorta involved in 
almost as many instances. Usually the intimal 
tear is found in the ascending portion, just 
above the semilunar valve, or in the region of 
the ligamentum arteriosum and left subclavian 
artery.2 A less common site is in the ab- 
dominal aorta. No consistent relationship has 
been demonstrated between size of this tear 
(which is sometimes transverse, sometimes 
longitudinal, and commonly on the order of 
1 cm. or so in length) and extent of the dis- 
section. 

The 1935 report of a case of dissecting 
aneurysm operated upon by Gurin, Bolmer 
and Derby? has brought them credit for the 
first attempt at surgical intervention. Almost 
twenty years then passed before this lesion 
was generally regarded as potentially amen- 
able to operation. The advent of mechanical 
pump oxygenators for extracorporeal main- 
tenance of circulation has opened the way 
for more definitive repair of the lesion under 
direct vision. At first the objective was that of 
closing the tear in the intima with the idea of 
thereby isolating the false lumen from the 
systemic blood pressure, halting the progress 
of dissection, and averting rupture of the ad- 
ventitia and fatal hemorrhage. Such a pro- 
cedure has certain obvious limitations and 
does not allow for any other source of dis- 
secting pressure, either primary or secondary. 
A second method of attack was one of 
fenestrating the intima, creating a second 
communication between the normal and the 
false aortic lumen, presumably for re-entry 
of the blood from the dissected area back 
into the normal aortic lumen. It is question- 
able whether this would materially alter the 
pressure gradients or decrease the lkelihood 
of rupture, the major cause of death. Further- 
more, the fenestration approach does not take 
into account the observation that many of 
these cases already have two tears in the in- 
tima.4 From a practical standpoint it would 
appear that any section of aorta having a dis- 
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section of its wall should either be repaired 
by apposition of the dissected layers, obliterat- 
ing the false lumen, or should be replaced by 
a mechanically competent structure, i.e., a 
graft. DeBakey has reported more than a 
score of cases (in which the dissection was 
primarily in the descending thoracic aorta) so 
treated with an operative mortality of between 
25 and 30%.5 

Case Record 

A 59 year old power-line foreman was brought to 
the Medical College Hospital by ambulance with 
the diagnosis of dissecting aneurysm. With him were 
two chest roentgenograms (Fig. 1 left, center) sub- 
stantiating that diagnosis, one made on a routine ex- 
amination a month previously, the other dated the 
day prior to admission. He was known to have had 
asthma and pulmonary emphysema for many years 
with symptoms of a decreased respiratory reserve, 
and for several months had received cortisone daily 
for control of his asthma. Also of interest was the 
history of a long standing hypertension, group II, for 
which he had been treated with apresoline. 

Two days previously, while sitting quietly at 
home watching television, he had experienced a 
sudden onset of severe pain in the epigastrium 
radiating through to the back. He was immediately 
unable to stand and noted paresthesias in his legs 
and feet. On. examination his blood pressure was 
found to have fallen from its usual average of 
180/110 mm. Hg. to near shock levels. Next day the 
pain continued, but with an ascending distribution 
extending up into the mid-chest, and he became 
mentally confused, disoriented, and required re- 
straint. Urine output nevertheless remained adequate. 
His blood pressure then gradually rose to its former 
hypertensive range and motor function returned to 
his lower extremities. 

The significant findings on admission were those 
of acute delirium, hypertension, and advanced pul- 
monary emphysema with distant respiratory and 
heart sounds and a dusky hue to the lips and nail- 
beds. Arterial pulses were unimpaired in all four 
extremities although aortic pulsation could not be 
felt in the abdomen. There were no objective neuro- 
logical abnormalities. Laboratory studies including 
the complete blood count, urinalysis, hematocrit and 
blood urea nitrogen were within the normal ranges. 
An electrocardiogram was not remarkable except for 
a sinus tachycardia. 

Roentgenographic examinations of the patient's 
chest and abdomen disclosed aneurysmal dilatation 
of the entire descending thoracic aorta, extending 
into the arch, and a generalized pulmonary em- 
physema. Aortograms were then made by means of 
a catheter inserted through the left brachial artery 
as far as the mid-portion of the ascending aorta. 
Radio-opaque dye injected through the catheter was 
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Fig. 1. Postero-anterior chest roentgenograms on the pitient immediately before (center) and one month after 
(right) operation for aortic dissection. The size of the aortic arch may be compa-ed with that shown on 


the left in a film made during a routine examination four weeks prior to his acute illness. 


observed to produce opacity in only about two-thirds 
of the width of the dilated arch with none of the dye 
passing into the surrounding false lumen of the ves- 


sel. 


For two days thereafter the patient continued to 
have pain which subsequently extended into the 
lower back. His temperature rose to 101 - 102° F. 
and he became exceedingly restless in spite of anal- 
gesics, sedation, and supportive therapy. Neverthe- 
less his blood pressure became stablized at about 
160/90, his electrocardiogram remained unchanged, 
and no cardiac murmurs were audible at any time 
nor was there any other indication of further spread 
of the dissection proximally. 


In view of the obvious prognosis and the urgency 
of the patient’s situation, operative intervention was 
decided upon with the intent of finding and suturing, 
if possible, the tear in the intima and possibly ob- 
literating at least a portion of the dissecting lumen— 
this despite the admittedly high risk and the known 
involvement of the arch. Accordingly the patient 
digitalized and given replacement cortisone ther- 
apy, and a left thoracotomy was performed on the 
fourth hospital day, the sixth day after onset of his 
acute illness. 

The aorta was observed to be diffusely enlarged 
to approximately 8 cm. in diameter from the dia- 
phragm to the origin of the innominate artery. Proxi- 
mal to this point there was no evident abnormality 
and all major branches of the arch could be seen to 
pulsate normally. A mechanical pump apparatus was 
then employed to by-pass blood from the left atrium 
into the femoral artery at a flow rate of 1200 to 1400 
ml. per minute. The aorta was mobilized for a dis- 
tance of 12 cm. distal to the subclavian artery 
(necessitating division of six intercostal arteries on 
the left, leaving the corresponding branches on the 


right intact) and the dissected area of aorta was 
isolated distally with occluding 
clamps. Between these clamps the vessel was then 


proximally and 


opened longitudinally and an inner lumen of normal 
size was found, encompassed by an outer lumen 
formed by the dissected layers of wall and filled 
with blood and clots. Rupture through the remark- 
ably thin outer layer appeared to be imminent. 
After what seemed at first a fruitless search, a 
laceration about 1 cm. in length was found in the 
intima of the aorta adjacent to the point of attach- 
ment of the ligamentum arteriosum. Because of the 
precarious structure of the adventitial wall, the pos- 
sibility of an additional undisclosed rent in the in- 
tima, and the feasibility of accomplishing a more 
definitive repair in the dry field provided by the 
by-pass pump, it was then decided to resect as much 
of the dissected area as practicable and replace it 
with a graft. A 9 cm. length of aorta extending from 
the origin of the left subclavian artery distally and 
including the area of intimal rupture was removed. 
Continuous annular sutures between the intima and 
adventitia were employed to obliterate as much of 
the remaining false lumen at both ends as possible 
after removal of enough clot to allow apposition of 
the dissected layers. Continuity of the aorta was then 
restored by insertion of a Teflon graft by end-to-end 
anastomoses. Total time on the by-pass pump was 
one hour and forty minutes, during which the pa- 
tient received a total of 4500 ml. of whole blood. 
Except for a_ transient arrhythmia and 
marked restlessness and confusion his postoperative 
course was one of gradual mental and physical im- 
provement. He was discharged from the hospital as 
an ambulatory patient three weeks after admission. 


cardiac 


Follow-up examinations of this patient one, three, 
and twelve months after operation revealed no re- 
currence of aortic dissection. 
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That the adventitious lumen was actually ob- 
literated by the annular sutures and later by further 
organization of any remaining clots is revealed by 
the size of the aortic knob in his chest films a 
marked reduction one month after operation (Fig. 1, 
right), and a further decrease to a normal size 
shadow when he was examined three months post- 
operatively. At that time no mental, neurologic nor 
vascular residua of his illness were evident and the 
patient was considered to be capable of normal ac- 
tivities. 

Pathologic study of the excised tissue in this case 
revealed a moderate atherosclerosis, an increase in 
“ground substance” of the media without any evi- 
dence of cystic medial necrosis, and an active fibro- 
blastic proliferation in the adventitia. The split had 
occurred in the outer layers of the media, the sepa- 
rated wall being about one-third the thickness of the 
remaining inner wall. Location of the intimal tear 
was not adjacent to, nor apparently related to, any 
atheromatous plaque. Neither was the degree of 
atherosclerosis excessive on pathologic or clinical 
evaluation. 

Discussion 

Several features of this case deserve com- 
ment. Though the etiology of aortic dissection 
is uncertain, the absence of medial necrosis 
here is of interest. Moreover the previously 
described association with hypertension may 
be a significant clue but one wonders why, if 
arterial pressure is an important factor, the 
disease is not encountered more frequently 
as a complication of far advanced hyper- 
tension. 

The onset, the clinical course, and the 
roentgenographic findings in this case were 
sufficiently typical of aortic dissection that at 
no time was there any serious question of the 
initial diagnosis. An unusual feature was the 
ascending pattern of pain from the epi- 
gastrium into the chest, suggesting that the 
dissection may have originated well below 
the arch and ascended to the point of the ob- 
served intimal tear. Had it originated in the 
ascending aorta, as most commonly occurs, 
progression of the pain would probably have 
been from the mid-chest downward and there 


would have been a far greater likelihood of 
distortion and incompetence of the aortic 
valve, interference with coronary blood flow, 
or extravasation of blood into the pericardium 
—all of which were ruled out with reasonable 
certainty by clinical observation. Most omin- 
ous was the known involvement of the aortic 
arch (the precise extent of which could not 
be determined preoperatively) and _ the 
futility of any attempt to replace the entire 
arch with a graft. The condition of the ab- 
dominal aorta remained uncertain except as 
to its patency, demonstrated by sustained 
renal function and normal arterial pulsations 
below. 

The aortograms contributed nothing beyond 
confirmation of the diagnosis. Conceivably a 
multi-plane technique might have delineated 
the extent of the dissection but injection of the 
dye at any site along the aorta could hardly 
be expected to disclose the tear in the intima 
unless there were considerable blood flow 
through the defect. Furthermore, proof is 
lacking that closure or excision of such a de- 
fect removes the cause of further progression. 
A better understanding of the basic mechan- 
ism of aortic dissection might influence pro- 
foundly the surgical approach to this di-ease. 
In any event it would appear that at present 
restoration of a mechanically sound aortic 
wall affords a patient such as this the best 
chance of survival. 

Summary 

The clinical, pathologic, and 
aspects of spontaneous aortic dissection have 
been reviewed. A case is presented with a 
one year follow-up illustrating successful re- 
pair of a dissection involving a portion of the 
arch and the descending thoracic aorta. Pro- 
cedures directed toward restoration of 
mechanical integrity of the dissected area of 
aortic wall offer the best chance of avoiding 
the major complications of aortic dissection, 
those of rupture and fatal hemorrhage. 


surgical 
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TRIAMCINOLONE THERAPY IN DERMATOLOGY 





J. R. Auuison, M. D. anp J. R. Auuison, Jr., M. D. 
Columbia, S. C. 


n recent years, the extensive use of cortico- 
I steroids in many fields of medicine has 

stimulated the search for corticoid ana- 
logues less likely to produce undesirable 
manifestations while obtaining full anti-in- 
flammatory, anti-allergic, anti-pruritic potency. 
Continued modification of the structure and 
hence of the biological spectrum of these 
steroids has in many instances led to more 
favorable therapeutic agents without the 
usual troublesome side effects. 

A new corticosteroid recently placed at the 
disposal of the clinician is triamcinolone, 
(Kenacort), a fluroderivative of prednisolone. 
Markedly anti-inflammatory, anti-allergic, anti- 
pruritic and anti-rheumatic in action, tri- 
amcinolone has been found effective in the 
treatment of allergic disorders, rheumatoid 
arthritis and certain collagen diseases and der- 
matologic conditions.'-'' In contrast to the 
retention of sodium and water which frequent- 
ly led to discontinuation of therapy with 
earlier steroids, ingestion of triamcinolone 
often induces a sodium and water diuresis 
which is slight, but persistent for a period of 
several weeks. Because of the favorable re- 
sults achieved with triamcinolone by other in- 
vestigators in established indications for corti- 
costeriod treatment, an appraisal of this ster- 
oid in the management of the common and 
acute and chronic dermatoses was undertaken. 


Method of Treatment 

A series of, 51 patients with acute and 
chronic disorders encountered in an office 
practice were treated with oral doses of tri- 
amcinolone (Kenacort) for short periods of 
time (generally ranging from 2 days to 2 
months). No patient was treated for longer 
than 4 months, hence the observations pre- 
sented here represent a short-term analysis of 
the efficacy and the undesirable activities of 
Kenacort rather than an extended evaluation 
of the material. Suppressive doses of 8 to 48 
mg. were admin.stered during the initial day 
of therapy te 31 patients with acute and sub- 
acute dermatoses to control severe disturbing 


eruptions (Table 1). Where continued medi- 
cation was indicated, the dosage was de- 
creased by 4 mg. every 1 to 2 days until a 
maintenance level was attained as indicated 
by the clinical response. 

A group of 19 individuals with chronic der- 
matoses were given 8 to 16 mg. of triamcino- 
lone (Kenacort) initially, and the dosage was 
gradually reduced by 4 mg. every two days as 
the acute manifestations were controlled. An 
occasional patient of this group was main- 
tained on 8 to 12 mg. daily for one or more 
months (Table 2). 

In a parallel study, Kenacort was employed 
to suppress an acute process (Table 1). No 
attempt was made to provide prolonged treat- 
ment in chronic skin diseases after the clear- 
ing of the acute “flare-up” state. It was postu- 
lated that fewer undesirable effects would be 
induced if medication were withdrawn where 
a clinical response was achieved and reinsti- 
tuted when subsequent episodes of re-activa- 
tion required control measures. Routine ex- 
aminations were carried out to determine 
fluctuations in the body weight and in the 
blood pressure and urinary sugar levels in the 
majority of the cases during the course of 
treatment. The patients were carefully ob- 
served throughout the investigation for mani- 
festations of untoward reactions to the corti- 
costeriod compound. 

Results 

The response of 31 patients with repre- 
sentative acute and subacute dermatoses is 
summarized in Table 1. The benefits observed 
with Kenacort in 19 patients with acute mani- 
festat‘ons of chronic dermatoses is presented 
in Table 11. No undesirable manifestations 
were observed in this series of patients during 
Kenacort therapy, except as noted below 
under “Case 3” which is described in detail 
because of some of the unusual features. Many 
of these cases required only two weeks of 
treatment with this agent for clearing of their 
eruptions. Although several individuals ex- 
hibited an elevated blood pressure level prior 
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TABLE I — Response of Acute and Subacute Dermatoses to Short-Term 
Oral Therapy with Triamcinolome ( Kenacort ) 


ie. af Response 
Diagnosis Patients Treatment Declients Goal Tax — 
8-48 mg. 13 8 0 0 
Contact dermatitis 22 in first 
24 hours no follow-up in 1 case 
16 mg. 2 0 0 0 
Dermatitis medicamentosa 3 in first 
24 hours no follow-up in 1 case 
16-24 mg. 
Erythema multiforme 4 in first 3 1 0 0 
24 hours 
32 mg. 
Acrodermatitis 1 in first 1 0 0 0 
24 hours 
16 mg. 
Urticaria 1 in first 1 0 0 0 
24 hours 


to this study or were considered to be border- 
line hypertensives, no further rise in levels 
was observed in any instance with the Kena- 
cort therapy. Certain precautions were ob- 
served, however, throughout the investigation. 
One patient, for example, who was obese and 


short courses of Kenacort, each of which was 
continued only long enough to control the re- 
curring episodes of contact dermatitis of the 
axillary region; however, because of the past 
history, maintenance therapy was not con- 
sidered advisable in this woman. Several pa- 


Diagnosis 


Atopic dermatitis 





Seborrheic dermatitis 


Psoriasis 

Dyshidrosis 

Light sensitivity 
Epidermolysis bulbosa 


Lichen planus 


External otitis 
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a borderline hypertensive, was given repeated __ tients with a previous history of peptic ulcer 


Tas_e II — Response of Acute Episodes of Chronic Dermatoses to Short-Term 


Oral Therapy with Triamcinolone ( Kenacort ) 


Response*® 
a Treatment 
. Excellent Good Fair Poor 


1 mg. three 
times daily for 


6 children; 8-16 2 4 0 0 
mg. initially 
for adults 
8-16 mg. in the 
5 first 24 hours; 0 4 1 0 
then gradually 
reduced 
16 mg. initially 
2 then gradually l l 0 0 
reduced 
2 4-16 mg. initially 0 2 0 0 
1 16 mg. initially 1 0 0 0 
1 mg. twice 
1 daily in a child . 0 0 0 
1 16 mg. initially 0 1 0 0 
l 16 mg. initially 0 ] 0 0 


* Remission of acute exacerbation 
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showed no aggravation of gastrointestinal 


symptoms during treatment. No patient com- 
plained of headache, sleepiness, dizziness, or 
weakness. It was not possible to evaluate the 
long term effects of Kenacort therapy in this 
short-term investigation. 

Report of Cases 

Three cases are presented to illustrate the 
dramatic usefullness of Kenacort for the rapid 
suppression of very severe acute dermatoses 
which usually prove to be incapacitating for 
extended periods. 

Case 1: This woman, 39 years of age. bordered on 
congestive heart failure and exhibited blood pressure 
readings of 150/94 mm. of mercury. She presented 
for treatment an acute bromoderma with pustules, 
ulcers and generalized painful nodules. The blood 
bromide level was 165 mg. per 100 ml. In addition 
to conventional treatment, 4 mg. doses of Kenacort 
were administered every four hours initially, and then 
at gradually decreasing intervals as the patient re- 
sponded. Kenacort was given both to supply a general 
anti-inflammatory action and to prevent a_ toxic 
nephritis which frequently occurs in severe cases when 
active treatment is initiated. This patient showed an 
impressive response to Kenacort without any adverse 
reactions or signs of toxicity. The medication exerted 
no decompensating effect on the cardiac status and 
the patient was discharged in 10 days. 

Case 2: This boy, 11 years of age, presented an 
acute and severe poison ivy dermatitis with an ex- 
tensive involvement about the eyelids so that the eyes 
were virtually swollen shut. In addition, the patient 
had an active smallpox vaccination which complicated 
the treatment problem. Since vaccine could be 
assumed to be present in the raw itching areas, local 
corticosteroid therapy was not considered desirable. 
Kenacort was administered by mouth in divided doses 
totaling 20 mg. during the first day and then gradually 
decreased by 4 mg. each day. Again there was a 
dramatic response to therapy, and the course of the 
eruption was significantly shortened. No adverse re- 
actions to Kenacort were observed. 

Case 3: White female, age 49 with one year history 
of recurrent painful erythematous nodular lesions on 
the anterior and lateral aspects of the right leg. 
Biopsy showed evidence of traumatic fat necrosis with 
an impression of nodular vasculitis. This patient’s 
symptoms were cured while on 4 mg. of Kenacort 
four times a day. Then because of considerable in- 
fection around her few remaining teeth, these were 
removed. This course was long and chronic and after 
three months on this therapy and while having the 





teeth removed, this patient’s blood pressure rose from 
128/90 to 150/105 mm. of mercury and she de- 
veloped some of the features of Cushing’s syndrome. 
What part the removal of the teeth may have had in 
these symptoms was difficult to determine. Along with 
these features, there was a five-pound gain in weight, 
but on diuretics and after decreasing the dosage of 
Kenacort, the patient returned to a normal balance. 
She was kept on Kenacort in dosages varying from 
2 to 16 mg. and after the teeth were extracted and 
being on Kenacort for slightly over 4 months, she was 
apparently cured. At no time did this patient com- 
plain of any headaches, dizziness, weakness, nor was 
any abnormal hair growth or other signs of abnormal 
side reactions noted except as stated above. 


Summary 


Triamcinolone (Kenacort), a modified cor- 
ticosteroid, was demonstrated to be an 
effective oral medication for the suppression 
of the active episodes of the frequently occur- 
ring acute and chronic dermatoses. From ob- 
servations in this study, it appears that Kena- 
cort is slightly more potent than the older 
corticosteroids in its anti-inflammatory, anti- 
allergic and anti-pruritic activities. In addition, 
it appeared to have less tendency to induce 
sodium and water retention, psychic stimula- 
tion or gastro-intestinal distress. 

A good to excellent response was achieved 
in 29 of 31 patients with acute skin disorders, 
and in 18 of 19 patients treated for acute 
“flare-ups” of chronic skin disorders. Even in 
chronic dermatoses, by employing short-term 
Kenacort therapy to clear the eruption, and 
re-instituting medication to control the sub- 
sequent, recurrent relapses, adverse reactions 
were largely avoided. Except as noted in Case 
3, above, no hypertension, edema, symptoms 
of peptic ulcer, headaches, dizziness or weak- 
ness were observed with this therapeutic 
regimen in this series of 51 patients. In many 
cases, Kenacort was given for a period of two 
weeks or less. It was not possible to evaluate 
the long-term effects of Kenacort therapy in 
this short-term investigation. The study clear- 
ly demonstrates, however, that Kenacort ad- 
ministered judiciously is a valuable medication 
in dermatologic practice. 


REFERENCES 


1. Shair, H. M.: New Methods In Dermatology: A 
review of the past ten years. Amer. Pract. & 
Digest. Treat. 7(8):1268, Aug. 1956. 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


2. Pillsbury, D. M., Shelley, W. B., and Kligman, 
A. M.: Dermatology. Philadelphia, W. B. Saun- 
ders Co., 1956, pp. 308-313. 








. Sherwood, H. and Cooke, R. A.: Preliminary 
evaluation of a new corticosteroid in allergic dis- 
eases. Jour. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Schwartz, M. K., Gal- 
lagher, T. F., Berntsen, C. A., Jr., and Freyberg, 
R. H.: Antirheumatic and metabolic effects of a 
new synthetic steroid. American Rheumatism 
Association, Interim Session, Bethesda, Md., Nov. 
30, 1956. Abstract and Discussion in Annals of 
Rheumatic Dis. 16:141, 1957. 

. Freyberg, R. H., Berntsen, C. A., Jr., and Hell- 
man, L.: Further experiences with 9-alpha-fluoro, 
16-alpha-hydroxhydrocortisone (triamcinolone ) in 
the treatment of patients with rheumatoid arth- 
ritis. Arthritis & Rheum. 1:215, 1958. 

6. Friedlaender, S. F. and Friedlaender, A. S.: Use 

of triamcinolone, a new corticosteroid, in the 


Co 


— 


ut 


management of allergic disease. Antib. Med. & 

Clin. Ther. 5:315, 1958. 

. Hollander, J. L., Brown, E. M., Jessar, R. A., 
Smukler, N. M., Udell, L., Shanahan, J. R., 
Stevenson, C. R. and Bowie, M. A.: The effect of 
triamcinolone on psoriatic arthritis. Arthritis & 
Rheum, 1:258, 1958 
8. Hartung, E. F.: Triamcinolone in the treatment of 

rheumatoid arthritis. J.A.M.A. 167:973, 1958. 

9. Dubois, E. L.: Triamcinolone in the treatment of 
systemic lupus erythematosus. Abstract, Clin. Re- 
search 6:65, 1958. 

10. Dubois, E. L.: Triamcinolone in the treatment of 
systemic lupus erythematosus. J.A.M.A. 167:1590, 
1958. 

11. Shelley W. B., Harun, J. S., and Pillsbury, D. M.: 
The treatment of psoriasis and other dermatoses 
with triamcinolone. J.A.M.A. 167:959, 1958. 


~l 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Hypocalcemia (Hypoparathyroidism) 


Dae Groom, M. D. 
Charleston, S. C. 


Case Record—The sequence of related events in 
this 44 year old patient’s history was, in itself, al- 
most sufficient for a diagnosis. It included an opera- 
tion for goiter a dozen years previously, followed 
by progressive weakness, the onset of seizures with 
loss of consciousness and generalized convulsions, 
soreness and stiffness of the muscles of the extremi- 
ties, and surgical removal of bilateral cataracts at 
age 38. Concurrently she had received treatment for 
anemia and premature menopause, along with an 
anticonvulsive medication. Her health prior to the 
thyroidectomy was said to have been excellent and 
there was no previous nor family history of a con- 
vulsive disorder. 

Significant physical findings were obesity, pallor, 
lethargy and a generalized hyporeflexia. Tetany was 
readily demonstrable by the Chvostek and Troucseau 
signs. Her serum calcium at the time this electro- 
cardiogram was made was 5.8 mg., the phosphorus 
6.5 mg., and the total proteins 5.24 grams per 100 
ml. (Other blood chemistries were: sodium 344, 
potassium 13.6, chloride 348, and blood urea nitro- 
gen 13 mg.). The hematocrit was 27 vol. %. Ex- 
tensive roentgenographic examinations showed no 
gross abnormality of bone structure, and the heart 
was observed fluoroscopically to be diffu-ely en- 
larged with feeble pulsation of the cardiac borders. 
An electroencephalogram was reported as normal. 

The patient was treated with calciferol (vitamin 
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D.), calcium lactate, a diet low in phosphorous with 
aluminum hydroxide gel to impair phosphorous ab- 
sorption, ferrous sulfate and desiccated thyroid. 
Within two weeks her urinary excretion of calcium 
rose to normal as measured by the Sulkowitch test. 
Serum calcium level was then 10.3 and the phos- 
phorous 4.1 mg. %. 

Notable in the patient’s clinical improvement was 
the disappearance of both convulsions and all clinical 
manifestations of tetany. 

Electrocardiogram—The most unusual feature is 
the prolongation of the Q-T interval to almost 0.6 
sec.—far beyond the range of normal. Specifically, 
it is the ST segment which is prolonged; the T wave 
begins at about the point it should normally end. In 
all leads the T waves are either flat, diphasic or in- 
verted. 

The rhythm is a regular sinus one at a rate of 83. 
Voltage of the QRS complexes and of virtually all the 
deflections is moderately low throughout, lower than 
can be accounted for in the standardization de- 
flection which is only slightly less than the regula- 
tion 10 mm. The P-R of 0.20 is rather long for this 
rate but within normal limits. 

Discussion—The Q-T interval (sometimes inaptly 
called “electrical systole” as though it accurately de- 
marcated a mechanical event) comprises the QRS 
complex, the ST segment, and the T wave. Its dura- 
tion is subject to variations by a number of physio- 
logic processes, one of the most specific of which is 
the lengthening of the ST portion which occurs with 
low levels of calcium ion in the blocd. Apparently 
hypocalcemia delays the process of repolarization. 
While it is debatable how much, if any, the T waves 
are altered, there is a definite inverse relationship 
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between the concentration of ionized calcium and the 
Q-T interval. Tables specifying normal Q-T ranges 
according to age, sex and heart rate are available for 
reference, but a more relevant measurement so far 
as this electrolyte is concerned might be that of the 
ST segment itself. Were this checked, hypocalcemia 
would be less readily confused with hypokalemia 
which enlarges the U wave following the T, often 
giving the appearance of a prolonged Q-T though 
that interval is actually normal. 

Other factors capable of increasing one or more 
components of the Q-T are quinidine, ventricular 
conduction abnormalities, acute myocarditis and other 
types of organic heart disease. Alkalosis does so by 
virtue of its action of reducing the proportion of cal- 
cium which is in the ionized, physiologically active 
form. Conversely, a high serum calcium has the op- 
posite effect, as does digitalis. 

A repeat tracing two weeks later when the calcium 
had risen to 10.3 showed Q-T intervals of 0.41 sec., 
about the upper limit of normal. Moderate T wave 
changes in the direction of normal were also observed 























but these may have resulted from alterations in other 
electrolytes or from the thyroid medication. Although 
laboratory proof of hypothyroidism was incomplete, 
the clinical impression was that this patient had con- 
siderable thyroid deficiency in addition to her well 
documented hypoparathyroidism. 

Most cases of hypoparathyroidism, at least of this 
degree, are secondary to damage or inadvertent re- 
moval of the parathyroid glands during operations on 
the thyroid. The disease is characterized chemically 
by a low calcium with a reciprocally high inorganic 
phosphorous level in the blood. Clinically it is char- 
acterized by tetany, epileptiform seizures, premature 
formation of cataracts, paresthesias, and the muscular 
symptoms which this patient had. Some cases ap- 
parently develop a tolerance to calcium levels even 
as low as half the normal (8.5-11.5 mg./100 ml.), so 
that the severity of signs and symptoms is not neces- 
sarily related to the degree of calcium deficiency. 
Conceivably the electrocardiogram might be a more 
valid measure of the severity of hypoparathyroidism 
in that it portrays the end results on the heart muscle. 
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THE OLD ORDER CHANGETH 


A HISTORY OF THE SOUTHERN PEDIATRIC SEMINAR 
CiLarA RAVENEL SMITH 
Spartanburg, S. C. 


The model T rattled and groaned, lurch- 
ing from one side of the road to the other on 
the mountain’s hair pin curves, and the 
mother watched anxiously the pale, inert 
baby lying on her lap. “Can’t you take it a 
little easier, John?” she said. “This here 
young un is mighty sick and shakin’ her up so 
bad ain’t helpin’ her none.” 

The father’s gnarled hands gripped the 
steering wheel tighter, but he snapped, “I'm 
a-doin’ the best I can, Lou. It’s hell to drive 
through this here red clay. The ruts must be 
almost a foot deep. Anyway, we're nearly to 
Saluda, thank God!” 

The mother said no more. Within a few 
minutes the winding road brought them into 
the pine-scented town in the mountains of 
western North Carolina. They turned off the 
main road when they saw a sign, “Baby Hos- 
pital.” 

In ten minutes, seated in Dr. Lesesne 
Smith’s office, they watched him examining 
the child and sensed his concern, for he looked 
grave when he saw the emaciated little body, 
the sunken eyes, the way the child retracted 
at every breath. 

“How long has the baby been sick?” he 
asked the mother. 

“Well, Doc,” she replied, shifting her 
tobacco from one side of her mouth to the 
other, “she took sick two weeks ago—pukin’ 
all over the place, and then her bowels run 
off. I washed her diapers so many times I 
can’t hardly tell you how many, but it was 
plenty — at least twenty or thirty times a 
day. We done all we could at home, give her 
paregoric like my mother-in-law said to do, 
but she didn’t get no better, so we carried 
her to Dr. Bromley’s (he waits on us regular). 
Dr. Bromley, he give her a course of calomel 
and castor oil, but it didn’t help her none (she 
couldn’t keep it down), and we could see she 
was goin’ down steady, so vesterday I tole 
my ole man we was bringin’ her to you.” 

“How long have her stools been bloody 
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like this?” asked Dr. Smith, as he removed 
the red-stained rag from the child’s thin but- 
tocks. 

“Oh, since Sunday.” She watched nervously 
as he gently pressed the sunken abdomen. 

“I'm sure you realize this is a desperately 
ill child. We'll start giving her saline im- 
mediately, but I can’t promise we can save 
her. We'll do our best.” 

“Doc, I knowd we shoulda’ come sooner, 
but you know how it is. Ever’ night I thought 
she'd be better by the next day, but the roads 
is mighty bad in the Dark Corner where we 
live ....” Her voice trailed off, as at a gesture 
from the doctor, a nurse carried the baby into 
the treatment room and laid it on a white 
sheeted table. Dr. Smith, two internes and a 
nurse were working desperately on the child 
when, with one long sigh, she expired. 

That night Dr. Smith left for a medical 
meeting in Louisville, Kentucky, deeply 
troubled by this child’s death and others like 
it. 

The year was 1920. 

Three days later on the way back from the 
meeting, Dr. Smith told a friend and a fellow 
pediatrician, Dr. Frank Howard Richardson 
of Black Mountain, N. C. the story of this 
child. They talked for hours about what to do 
for such cases, as the train, belching smoke 
and cinders jerked and rattled on through the 
night. 

“The trouble is, Frank,” Dr. Smith said, 
“the parents are ignorant and the doctors who 
take care of the children don’t know the 
latest treatments. Most of them have been out 
of medical school too long and the training 
they received in pediatrics was shallow. It is 
a distressing thing that infant mortality in the 
South is so high.” 

Dr. Richardson agreed. Before the two men 
reached their destinat‘on they had decided 
to open a post-graduate school to meet the 
needs of the general practitioner, because, as 
Dr. Smith said, “They treat by far the greatest 
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proportion of children, and we want the 
course to help the real family doctor.” 

They decided to name the school the 
Southern Pediatric Seminar; that it was to 
be held at Saluda, North Carolina, Dr. 
Smith’s summer home, as he operated there 
a private hospital for children and a charity 
institution, the Spartanburg Baby Hospital. 
Thus they would have a sufficient number of 
cases for use as clinical material. 

All that winter Dr. Smith and Dr. Richard- 
son wrote friends at the various medical 
schools and teaching centers in the South, 
and also to doctors actually practicing pedi- 
atrics, as their idea from the first was to give 
the students not only theory but practical 
things they could use every day in their 
offices. 

The Southern Pediatric Seminar is in a way 
the story of one man, brusque, abrupt, 
tender-hearted Dr. Smith, though many 
others contributed to it. Its story is “the story 
of a man who mastered the art of living,” as 
Dr. George R. Wilkinson of Greenville, South 
Carolina, himself a faculty member, said in 
dedicating a plaque erected to the memory 
of Dr. Smith at the Medical College of S. C. 
in 1955. “Born of noble parents, conditioned 
by the adversity of a cruel war and its after- 
math of Reconstruction, Dr. Smith, along 
with his brothers and sisters, obtained an ed- 
ucation. By sacrifice of his parents and his 
own zeal, he finished college and studied 
medicine in Charleston, S. C. 

“He began the practice of medicine in a 
mountain county, where practice was hard, 
both physically and emotionally. The appeal 
of a suffering and impoverished people— 
living far apart, with prejudices, rugged in- 
dividualism and ignorance, especially in rudi- 
mentary hygiene—gave the young doctor the 
heat of the crucible necessary for building 
deep conviction. Traveling by foot and on 
horseback, over many long roads and trails, 
furnished the isolation necessary for thinking 
through many problems. Hovering over a 
kerosene lantern, with the lines around the 
whip, trusting a faithful horse, Dr. Smith 
often made his way home far after the 
countryside lay asleep. His concern was not 
for his own convenience and pleasure, but for 


the patient left behind. Aside from the diffi- 
culty in diagnosis and the meager pharma- 
copeia at hand, his thoughts were about food, 
sanitation and bedside care. 

“With reluctance he moved to Great Falls, 
where conditions bettered his family. Density 
of population increased his patient roster. 
Less time was lost traveling lonely roads. But 
he worked long hours, and studied when 
many would have gone to bed. His education 
was advanced by attending medical meetings 
and availing himself of many short courses 
in medical centers such as the New York 
Polyclinic in 1909, the New York Post Gradu- 
ate Medical School in 1914 and the Pediatric 
Department of the Harvard Medical School 
in 1916. 

“In 1909 Dr. Smith moved his family to 
Spartanburg. By 1913 his work with children 
had increased to the point where he was 
obliged to confine his work to the field in 
which his deepest interest lay. During the 
summers he built up an enormous practice in 
Saluda, just across the line in North Carolina. 
His friends joined hands and built and main- 
tained a baby hospital for the poor. 

“With the facilities created by himself, his 
family and friends, he still was not satisfied. 
From his own experiences, he was convinced 
that in order to improve other physicians in 
the care of children, short courses in a cool, 
comfortable place—not too far from where the 
doctors lived—would provide a medium 
through which what he had learned could be 
made more widespread. So the Southern Pedi- 
atric Seminar was born. For the Seminar Dr. 
Smith worked with great zeal and sacrifice. 

“The faculty was made up of friends he had 
made while visiting and attending many hos- 
pital seminars and universities. Those who 
came to teach were delightfully entertained 
by his devoted wife, who took care of the 
faculty in her own home. 

“His second ambition was to see the Medi- 
cil College in Charleston move forward and 
take its rightful place among similar institu- 
tions. To this end he worked through the 
alumni, raising funds for a library building. 
As a member of the State Board of Health of 
South Carolina for many years, he endeavored 
to focus the activities of the board toward 
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preventative medicine, particularly in chil- 
dren. Beginning in 1914, he attended the chil- 
dren at Cedar Springs, the state institution for 
the deaf and blind. 

“While president of the State Medical Asso- 
ciation in 1925 and 1926, he was instrumental 
in starting a post-graduate seminar at the 
Medical College in Charleston. In all his ac- 
tivities, Dr. Smith had the happy faculty of 
putting himself in the background, while pro- 
moting those who occupied the stage, asking 
no credit and seeking none. His reward was 
satisfaction derived from implementing 
needed medical facilities. 

“Busy as he was, Dr. Smith took time out 
to master the art of living. He knew how to 
play and when to stop, how to make new 
friends and how to keep them. His principal 
activities were centered about his home, 
where his wife and four children absorbed 
his interests, shared in the fun and grew up 
with him. 

“As host and hostess, Dr. and Mrs. Smith 
will always be loved by those who were privi- 
leged to visit in their home. 

“In the sunset of his career, he was sus- 
tained by the success of his children and the 
institutions to which he had contributed dur- 
ing his life. All that is mortal of Dr. Lesesne 
Smith rests in the bosom of the soil in the 
red hill country close to the church he loved, 
but his spirit pervades these halls and lives 
on in the shade of the tall trees on the hilltop 
at Saluda.” 

That first summer, in 1921, the Seminar 
had sixteen lecturers and only five registered 
students. With apologies to Sir Winston 
Churchill, “Never have so many given so 
much for so few!” 

The lecturers were: 
Dr. William Mulherin, Augusta, Ga. 
Dr. Frank Howard Richardson, Brooklyn, N. Y. 
and Black Mountain, N. C. 

Dr. William P. Cornell, Columbia, S. C. 

Dr. William Weston, Columbia, S. C. 

Dr. Laurence T. Royster, University, Va. 

Dr. R. M. Pollitzer, Greenville, S. C. 

Dr. Lewis Elias, Asheville, N. C. 

Dr. J. LaBruce Ward, Asheville, N. C. 

Dr. C. V. Akin, U. S. Public Health Service, 

Washington, D C. 
Dr. Francis Johnson, Charleston, S. C. 
Dr. W. L. Funkhouser, Atlanta, Ga. 
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Dr. J. D. Love, Jacksonville, Fla. 

Dr. E. A. Hines, Seneca, S. C. 

Dr. Oren Moore, Charlotte, N. C. 

Dr. O. L. Miller, Charlotte, N. C, 

Dr. Lesesne Smith, Spartanburg, S. C. 

Dr. Mulherin, who was Chairman of the 
Pediatric Section of the Southern Medical 
Association at the time, was elected Dean of 
the Seminar; Dr. Frank Howard Richardson, 
Vice-Dean and Dr. Smith, Registrar. 

Dr. Mulherin must have had a secret for- 
mula. He never appeared in anything but im- 
maculate, starched, white Palm Beach suits 
and managed to keep them that way, rain or 
shine. His courtly manners were a delight. He 
discharged the duties of his office con- 
scientiously from 1921 until 1936. 

At his resignation Dr. Samuel F. Ravenel 
of Greensboro, N. C. took office and served 
in this capacity until 1950, being followed by 
Dr. Julian Price of Florence, $. C. and Dr. 
Warren Quillian of Coral Gables, Florida. 
These busy men, all leaders in their profes- 
sion, served faithfully and with distinction. 
One of the highlights of the meeting was the 
daily exchange of wit among these three. 

During the second year twenty-two students 
attended. From then on the school gained 
momentum and registered from seventy-five 
to one hundred twenty-five men each summer. 

The third year Drs. Owen H. Wilson, Nash- 
ville, Tenn., Robert Strong, Charles H. Bloom 
of New Orleans La., Ross Snyder and Stewart 
Welch of Birmingham Ala. were added to the 
faculty. 

Dr. Bloom was another sample of sartorial 
perfection and arrived each summer with a 
large trunk full of clothes, although he never 
stayed longer than a week. He could “pinch- 
hit” in an emergency, as he was prepared to 
give seventeen lectures, though usually slated 
for only three. 

During the first year, two days were spent 
at Black Mountain, N. C. and the rest of the 
time at Saluda. After this, all of the courses 
were given at Saluda. The first classes were 
held in a tent rented from a revivalist, and it 
was not until later that a lecture hall nomed 
in memory of Dr. William P. Cornell was 
erected, although the informal atmosphere 
still prevailed. Spittoons were convenient for 
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shirt-sleeved student doctors with suspenders 
showing. It was before the age of the sport 
shirt. 

Other early members of the faculty were: 

Dr. Oliver Hill, Knoxville, Tenn. 

Dr. Alfred Walker, Birmingham, Ala. 

Dr. Charles Bray, Birmingham, Ala. 

Dr. J. Mason Knox, Baltimore, Md. 

Dr. W. C. Davison, Durham, N. C. 

Dr. Horton Casparis, Nashville, Tenn. 

Dr. A. J. Waring, Savannah, Ga. 

Dr. Kenneth Lynch, Charleston, S. C. 

Dr. Mylnor Beach, Charleston, S. C. 

Dr. J. Warren White, Greenville, S. C. 

Drs. Robert and Hamilton McKay, Charlotte, 
N. C. 

Dr. G. W. Kutscher, Jr., Asheville, N. C. 

Dr. Luther Holloway, Jacksonville, Fla. 

Dr. Philip Mulherin, Augusta, Ga. 

Dr. James W. Bruce, Louisville, Ky. 

Dr. Hines Roberts, Atlanta, Ga. 

Dr. Samuel F. Ravenel, Greensboro, N. C. 

Somewhat later the following were added 
to the faculty: 

Dr. Warren Quillian, Coral Gables, Fla. 
Dr. Robert Lawson, Coral Gables, Fla. 
Dr. George Wilkinson, Greenville, S. C. 
Dr. Lesesne Smith, Jr., Spartanburg, S. C. 
Dr. George Dean Johnson, Spartanburg, S. C. 
Dr. Julian Price, Florence, S. C. 
Dr. William Weston, Jr., Columbia, S. C. 
Dr. Amos Christie, Nashville, Tenn. 
Dr. Lee Bivings, Atlanta, Ga. 
Dr. Angus McBryde, Durham, N. C. 
Dr. J. M. Arena, Durham, N. C. 
. Ambrose McGee, Miami, Fla. 
Dr. Hughes Kennedy, Jr., Birmingham, Ala. 

If Dr. Smith, until his death in 1947, was 
the moving spirit of the Seminar, it may be 
noted that no man ever had more assistance 
from his friends and family in the realization 
of a dream. 

His only daughter, Nettie Smith Owings, 
and her husband, Dr. M. A. (“Jake”) Owings, 
Professor of English at Clemson College, man- 
aged the cottages, improved the grounds and 
ran the dining hall on “Smith Hill,” where the 
Seminar was located. Dr. Owings was Secre- 
tary and Treasurer of the Seminar, and from 
1931 on never missed a session except during 
the war years, when he served as a colonel in 
an armored division in Europe. 

Miss Mary Virginia Kohn of Montgomery, 
Alabama and Mrs. Owings both served as 
gracious hostesses for the faculty and the 
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families of the Students. Miss Kohn enter- 
tained all who attended at her charming sum- 
mer home, “Sunset Cabin.” 

Dr. D. Lesesne Smith, Jr., eldest son of Dr. 
Smith shouldered the _ responsibilities of 
Registrar and Program Chairman from 1947 
on. He, like his father, worked all through 
the year on the Seminar and counted it a privi- 
lege. An invaluable assistant to him in pro- 
motional work was Mr. Nelson Hampton. 

Dr. Keitt Smith of Greenville, S. C., the 
second son, was a faculty member, and Mr. 
Porcher Smith, the youngest son, of Myrtle 
Beach, S. C. was a member of the Board of 
Directors. 

Every grandchild in the family helped dur- 
ing the weeks of the Seminar, doing every- 
thing from cleaning the grounds to being used 
as well baby clinic material or running the 
snack bar. 

At first both the faculty and the students 
stayed in the rustic cottages on Smith hill and 
had their meals in the central dining hall 
(some people still dream wistfully of those 
blueberry muffins!) Mrs. Dudley Cozby, Mrs. 
Owings and Mrs. I. A. Trively each served as 
Director of the dining hall at different times 
and produced delicious home-cooked meals. 

The servants, imbued with the same loyalty 
and devotion as the faculty, returned year 
after year. Among them were Kenneth, head- 
waiter, who rang the cowbell with a rhythm 
that awoke the hill at seven A. M.; Cora, the 
maid, who traveled all the way from New 
York each year to work on the hill; Pauline, 
the superb cook; and Henry, the handy man 
with the wooden leg and the cheerful smile; 
Perry Elijah, the blue gummed Negro, who 
could fix oil stoves, do plumbing, paint, build 
walls, repair clocks and, as times grew more 
modern, televisions. 

As the school increased in size and scope, 
many of the students and their families rented 
houses at near-by Lake Summit, lived in 
boarding houses in Saluda or stayed at hotels 
and motels in Hendersonville, ten miles away. 

In its 38 years of operation it is estimated 
that between three and four thousand doctors 
attended the sessions, some of them returning 
many times, as the program was varied each 
year. The students were from all of the South- 


258 THe JouRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 




















ern States, Pennsylvania, New Jersey, Ohio, 
New York, California and Oklahoma. There 
have been several foreign students, three 
Chinese, a German and one doctor from 
Saudi-Arabia, who made the trip to the United 
States expressly to attend the Seminar, having 
read about it in the Journal of the American 
Medical Association. Dr. Chien Chang Chen, 
one of the Chinese physicians, is now trying 
to organize a similar program in Formosa. 

One day of each seminar was devoted to 
obstetrics, under Dr. Oren Moore's direction. 
Usually Dr. Moore had one other doctor to 
help lecture. However, one day he talked for 
six consecutive hours. When he had finished, 
there was a standing ovation for him, and the 
students wanted him to keep on talking! 

In 1950 the Board of Directors decided to 
have an additional week devoted to Obstetrics 
and Gynecology and Dr. Moore was made 
Dean of the section. With the splendic 
assistance of Dr. James Donnelly of Raleigh, 
N. C., Vice-Dean, who later became Dean, 
this was most successful. Dr. Donnelly was 
followed by Dr. Robert A. (“Daddy”) Ross 
of Chapel Hill, N. C. and Dr. J. Champneys 
Taylor of Jacksonville, Florida succeeded Dr. 


Ross as Dean of this section. 
Members of the Ob., Gyn. faculty were: 
Dr. J. Street Brewer, Roseboro, N. C. 
Dr. Conrad Collins, New Orleans, La. 
Dr. Ernest Franklin, Charlotte, N. C. 
Dr. Robert Creadick, Durham, N. C. 
Dr. R. B. Greenblatt, Augusta, Ga. 
Dr. Richard Burt, Elkin, N. C. 
Dr. Frank Lock, Winston-Salem, N. C. 
Dr. J. Randolph Perdue, Miami Beach, Fla. 
Dr. Waverly Payne, Newport News, Va. 
Dr. Hudnall Ware, Jr., Richmond, Va. 
Dr. William Barfield, Augu:ta, Ga. 
Dr. James Wilson, Charleston, S. C. 
Dr. A. W. Diddle, Knoxville, Tenn. 
. Lester A. Wilson, Jr., Charlottesville, Va. 
Dr. William Black, Memphis, Tenn. 
Dr. N. Thornton, Charlottesville, Va. 
Dr. Lawrence L. Hester, Jr., Charleston, S. C. 
Dr. Charles Thomas, Black Mountain, N. C. 
Dr. Eric C. Schelin, Richmond, Va. 
Dr. John Kight, Norfolk, Va. 
Dr. John Ridley, Atlanta, Ga. 
Dr. C. H. Mauzy, Winston Salem, N. C. 
Dr. John Fish, Augusta, Ga. 
Dr. John M. Fleming, Spartanburg, S. C. 
Dr. John Parks, Washington, D. C. 
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. Walter Thomas, Durham, N. C. 

Dr. Bayard Carter, Durham, N. C. 

. Charles Flowers, Chapel Hill, N. C. 
Dr. James Martin, Winston Salem, N. C. 
Dr. John Nokes, Charlottesville, Va. 

Dr. R. M. Ruck, Memphis, Tenn. 

Dr. John Ashe, Charlotte, N. C. 

Dr. W. Z. Bradford, Charlotte, N. C. 

Dr. Trent Busby, Salisbury, N. C. 

Dr. Hugh Hamilton, Kansas City, Mo. 
Dr. Manly Hutchinson, Columbia, S. C. 
Dr. Roy Parker, Durham, N. C. 

Dr. Lewis Rattibun, Asheville, N. C. 

Dr. John Saunders, Lynchburg, Va. 

Dr. T. C. Stoudemayer, Greenville, S. C. 
Dr. Washington Winn, Richmond, Va. 
Dr. Jesse Caldwell, Gastonia, N. C. 

Dr. Henry Fuller, Chapel Hill, N. C. 
Dr. O. Hunter Jones, Charlotte, N. C. 
Dr. John Robert Kernodle, Burlington, N. C. 
Dr. Richard Pearse, Durham, N. C. 

Dr. Arthur Summerlin, Rale!gh, N. C. 
Dr. John Woeltz, Charlotte, N. C. 

Dr. Peter C. Graffagnino, Columbus, Ga. 
Dr. Hugh McAllister, Lumberton, N. C. 
Dr. John Monroe, Winston Salem, N. C. 
Dr. Frank Whitacre, Nashville, Tenn. 


At the request of the student body in 1954, 
it was decided to devote two days of each 
week of the Pediatric Section to Internal 
Medicine. Dr. Hugh Hussey of ‘Washington, 
D. C. headed this section and did such an 
excellent job that he has since been made 
Dean of the Georgetown University Medical 
School! Dr. Eugene Stead, Professor of Medi- 
cine at Duke University succeeded Dr. Hussey 
in this office. 


The Internal Medicine faculty follows: 
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Dr. Proctor Harvey, Washington, D. C. 

Dr. Marcus Schaaf, Washington, D. C. 

Dr. J. W. Quinlan, Rochester, N. Y. 

Dr. Sol Katz, Washington, D. C. 

Dr. James Moss, Alexand -ia, Va. 

Dr. Edgar Davis, Georgetown Univ. Medical 
School, Washington, D. C. 

Dr. Arthur Merrill, Emory Uniy. Medical School, 
Atlanta, Ga. 

Dr. David James, Atlanta, Ga. 

Dr. Darrell Crain, Georgetown Univ. Medical 
School, Washington, D. C. 

Dr. James Leonard, Washington, D. C. 

Dr. William Parson, Charlottesville, Va. 

Dr. James Respess, Charlottesville, Va. 

Dr. John Verner, Durham, N. C. 

Dr. Laurence Kyle, Washington, D. C, 


In 1957 the name of the organization was 
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changed to the Southern Postgraduate Sem- 
inar. 

The Seminar had its social aspects that re- 
lieved the work of the day. Two delightful 
events for years were the homemade peach 
ice cream party given by Mrs. Lesesne Smith 
at her home, “Tree-Tops,” and the annual 
poker party with Dr. Smith as host, for the 
commercial representatives. 

The weekly square dances were enjoyed 
by everyone from eight to eighty, though they 
were strenuous. It took several cups of Dr. 
Smith’s famous grapefruit juice and alcohol 
punch to keep one going. 

A picnic on Tryon Mountain was held for 
the students, faculty and their families each 
year, until the student body grew so large it 
could not be handled. 

Fishing, boating, water-skiing and swim- 
ming at Dr. Lesesne Smith, Jr.’s private beach 
attracted many to the beautiful green waters 
of Lake Summit, three miles from Saluda. 

The hour of relaxation for the faculty on the 
Smith’s and Owings’ porch before supper was 
a pleasant one. Much good medicine as well 
as “Jack Daniel” was absorbed as the blue 
shadows on Tryon Mountain grew longer and 
the breeze stirred the pine trees into life. 

Other pediatric faculty and special lecturers 
were: 

Dr. W. M. Kelsey, Winston Salem, N. C. 

Dr. Ralph Platou, New Orleans, La. 

Dr. Howard Stokes, Florence, S. C. 

Dr. J. R. Bowman, Johnson City, Tenn. 

Dr. William Reilly, Little Rock, Ark. 

Dr. Nash Herndon, Winston Salem, N. C. 

Dr. Frank Lamons, D.D.S., Atlanta, Ga. 

Dr. J. W. R. Norton, Raleigh, N. C. 

Dr. James Hughes, Memphis, Tenn. 

Dr. Helen Belding, Bowman Gray School of 
Medicine, Winston Salem, N. C. 

Dr. John Bender, Winston Salem, N. C. 

Dr. Lamar Callaway, Durham, N. C. 

Dr. William Crook, Jackson, Tenn. 

Dr. Samuel Elmore, Spartanburg, S. C. 

Dr. Mary Griffith, Bowman Gray School of Medi- 
cine, Winston Salem, N. C. 

Dr. Walter Klingman, Charlottesville, Va. 

Dr. Theodore Marrs, Montgomery, Ala. 

Dr. Robert Murphy, Hillsboro, N. C. 

Dr. Alexander Schaffer, Baltimore, Md. 

Dr. John Arthur Siegling, Charleston, S. C. 

Dr. John Cuttino, Charleston, S. C. 

Dr. H. R. Pratt-Thomas, Charleston, S. C. 

Dr. Hugh Carithers, Jacksonville, Fla. 
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Claude Frazier, Asheville, N. C. 
Jerome Harris, Durham, N. C. 
William Kiser, Jr., Atlanta, Ga. 
Preston McLendon, Washington, D. C. 
Arthur Richardson, Atlanta, Ga 
Wayne Rundles, Durham, N. C. 
Austin Smith, Chicago, IIl. 

Katherine Bain, Washington, D. C. 
Roger Bost, Fort Smith, Ark. 

Edward Curnen, Chapel Hill, N. C. 





r. Roger Howell, Chapel Hill, N. C. 


Arthur London, Durham, N. C. 


. G. Foard McGinnes, New York, N. Y. 
. Willard Mills, Greenville, S. C. 


Frank Stelling, Greenville, S. C. 
Donald Williamson, Spartanburg, S. C. 
William DeMaria, Durham, N. C. 

Jack C. Norris, Atlanta, Ga. 


. Joseph Waring, Charleston, S. C. 

. McLemore Birdsong, Charlottesville, Va. 

. William DeLoache, Greenville, S. C. 

. David Hawkins, Chapel Hill, N. C. 

. Fletcher Raiford, Hendersonville, N. C. 

. Paul Reque, Birmingham, Ala. 

. Walter Scott, Jr., Birmingham, Ala. 

. Clyde Wells, Sr., D.D.S., Spartanburg, S. C. 


Charles Dale, Spartanburg, S. C. 


. Walter Moore Hart, Florence, S. C. 

. James W. Jervey, Greenville, S. C. 

. Amos Johnson, Garland, N. C. 

. Nelson Ordway, New Haven, Conn. 

. Richard Proctor, Winston Salem, N. C. 

















































Dr. Arthur Weiss, Spartanburg, S. C. 

Dr. William Peete, Durham, N. C. 

Dr. Thomas Sappington, Thomaston, Ga. 
Dr. C. Harrison Snyder, New Orleans, La. 
Dr. Blair Batson, Jackson, Miss. 

Dr. Edward Cardwell, Columbia, S. C. 
Dr. Doris Howell, Durham, N. C. 

Dr. William Donald, Birmingham, Ala. 
Dr. R. J. Hursey, D.D.S., Spartanburg, S. C. 
Dr. Frank Mullins, Augusta, Ga 

Dr. Eugene Regen, Nashville, Tenn. 

Dr. Judson Van Wyk, Chapel Hill, N. C. 
Dr. Victor Vaughan, III, Augusta, Ga. 

Dr. Lawson Wilkins, Baltimore, Md. 

Dr. E. A. Branch, D.D.S., Raleigh, N. C. 

The small white and green cottages emer- 
ging from the trees around the hill were all 
named. One was called “The Bull Pen,” as 
the students who came without their families 
were lodged there, but this name shocked Miss 
Hattie Staton, Dr. Smith’s faithful secretary, 
and she would never use it; instead she re- 
ferred to it properly as “Ingleside.” Many 
“bull sessions” were held late at night, while 
the students discussed some thrilling case, 
some especially interesting lecture or a 
revolutionary idea. 

Dysentery was the great killer of babies in 
the 1930’s. Then the sulfonamides were dis- 
covered and the first three cases reported in 
which the new drugs were used came from 
Saluda. 
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Dr. Smith did not believe in giving children 
calomel or teething powders, which were 
found to contain mercury. During a clinic one 
day at Saluda it was noted that acrodynia was 
found almost always among indigent children 
who used both calomel and teething powders 
in quantity. Could mercury be the cause? 

Dr. Lee Bivings of Atlanta had given this 
possibility thought and suggested that these 
children whose bodies were saturated with 
mercury be relieved by the use of British Anti- 
Lewisite or BAL, the drug that was being 
used to treat heavy metal poison. A case was 
on hand in the hospital and Dr. Bivings’ sug- 
gested treatment was begun. Dr. Josef Wark- 
any of Cincinnati confirmed mercury as a 
cause of acrodynia by examining specimens 
of urine. Thus, it was through one of the 
Seminar discussions that the cause and treat- 
ment of one of childhood’s plagues was solved. 

Many people, on hearing about the Seminar 
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for the first time, inquired, “Who subsidizes 
it?” Aside from a nominal registration fee, the 
only source of income the Seminar had was 
derived from the fees paid by the commercial 
houses to exhibit their products. Stevens Hall, 
the sawdust-floored building, named for one 
of the representatives, Mr. E. M. Stevens of 
Evanston, IIl., was not only a place of business 
but a club, and many an exciting bridge and 
checker game went on there while the lec- 
turers were speaking in Cornell Hall. Mr. Joe 
Gilmore and Mr. E. F. Johnson helped in- 
doctrinate the other detail men when they 
first arrived on the hill. 

In the 1930’s the Commonwealth Fund gave 
two thousand dollars to be used in paying the 
expenses of doctors over forty-one years of 
age who practiced in towns of 1000 to 2000 





+ 
DR. LESESNE SMITH, JR. 

population. These scholarships were a great 
help, as at that time there were no professional 
men as greatly loved and as poorly paid as the 
family doctor. This and one other $500 grant 
from the Doris Duke Foundation in 1951 were 
the only financial aid the Seminar ever re- 
ceived. 

Thirty-eight years ago, at the first session, 
Dr. Mulherin contributed the slogan which 
summed up the whole idea beh‘nd the Sem- 
inar — “Better Babies in the South.” 

In October of 1958 the Board of Directors 
met to discuss continuation of the school, as 
problems had arisen. With the closing of the 
Spartanburg Baby Hospital clinical material 
was no longer as readily available. Pediatrics 
is now adequately covered in all medical 
schools, and physicians get a great deal of 
scientific information at ever increasing medi- 
cal meetings. Facilities on Smith Hil] and in 
Saluda had not kept up with the popular de- 
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mand for both comfort and luxury. The gen- 
eral practitioners, since organizing their Acad- 
emy, have taken over their own educational 
program and are to be congratulated on the 
splendid job they are doing. In view of these 
and other factors, the Board decided with 
great regret, to discontinue operation. 

The faculty and those who made the Sem- 
inar possible will always be remembered 


Traumatic rupture of the spleen associated with 
portal cirrhosis, portal hypertension, and congestive 
splenomegaly. Joseph Hodge, M. D. (Spartanburg). 
Am. Surgeon, 25, 214, April, 1959. 

Many factors have been implicated in producing 
traumatic spontaneous, or delayed rupture of the 
spleen. Delayed rupture of the spleen in a 40-year 
old man with portal cirrhosis, portal hypertension 
and congested splenomegaly occurred following a 
blow to the left upper abdomen. 

He complained of diffuse, sharp, generalized, ab- 
dominal pain which became localized to the left 
hypochondrium and was associated with pain in the 
left shoulder (positive Kehr’s sign). He showed 
generalized abdominal tenderness especially in the 
left upper quadrant with rebound tenderness. The 
liver and spleen were enlarged. Liver function studies 





THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





gratefully by the students and thousands of 
children in the South who benefited from the 
knowledge so graciously given at Saluda, the 
sleepy little mountain town. With a profes- 
sional spirit and pure altruism without par- 
allel in the medical world today, these men 
not only paid their own traveling expenses, 
but gave their time and effort to the diffusion 
of knowledge of sick children. 


disclosed minimal hepatic dysfunction and there was 
anemia and thrombocytopenia. Serial scout films of 
the abdomen demonstrated progressive enlargement 
of the splenic shadow. Upper gastrointestinal barium 
studies showed serrations along the greater curvature 
and displacement of the stomach and small intestines, 
but no evidence of esophageal varices. Fourteen days 
following trauma, splenectomy was successfully per- 
formed for a large subcapsular hematoma of the 
spleen with hemoperitoneum. 


At operation there was found severe Laennec cir- 
rhosis of the liver and portal hypertension, yet liver 
function studies were relatively normal. 

Splenectomy is the treatment of choice in all 


cases of subcapsular hematoma with spontaneous or 
delayed rupture of the spleen. 














THE GREENVILLE COUNTY MEDICAL 


SOCIETY 


HISTORICAL SKETCHES 
1. ANTECEDENTS 
J. Decuerp Guess, M. D. 
Greenville, S. C. 


This is the first of a series of articles, adapted from 
the book A Medical History of Greenville, South Caro- 
lina, written by the same author, and which will be 
published by the Greenville County Medical Society 
in 1959. 


he historical story of the Greenville 
T County Medical Society beg‘ns in 1670, 

more than 200 years before the society 
was chartered, and more than a century be- 
fore the post-Revolutionary War village of 
Greenville came to be. 

In that year a group of settlers from England 
and the Barbados established Charles Town. 
With them came, no doubt, some rudiments of 
British medical knowledge. There may well 
have been one or more persons with a bit of 
medical skill in practice. However, there 
certainly was no organized medical effort, and 
there was probably no truly practicing phy- 
sician in this early day. 

However, before the middle of the 
eighteenth century there had come to be in 
Charleston a group of brilliant physicians. 
These men were reading and writing medi- 
cine. They were recording medical observa- 
tions, and they were actively exchanging ideas 
with medical leaders in Europe. 

The first evidence of any medical organiza- 
tion in the colony is a reference to a “Faculty 
of Physic” in Charleston in 1755. At this time 
there were still only a few small settlements 
other than Charleston within the area. 

The first medical society in South Carolina 
was organized in Charleston in 1789. There 
were ten founding members. Dr. Peter Fays- 
soux was its first president. The society was 
intended to include in its membership doctors 
from throughout the state. A provision was 
made for “county members.” In 1794, this first 
society was chartered by the state’s General 
Assembly. It was named the Medical Society 
of South Carolina. With a beginning in 
Charleston, but by name and by intent state- 
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wide in its membership, this society was the 
progenitor of the South Carolina Medical 
Association. It was distinguished from the 
State Association in name only for many years 
after organization of the latter. 

The South Carolina Medical Association was 
organized in 1848. The Medical Society of 
South Carolina then became a constituent 
district, or county, society of the State Asso- 
ciation. This it continued to be until 1952, 
when the Charleston County Medical Society 
was organized. The Medical Society of South 
Carolina then surrendered its charter as a 
constituent society of the State Association, 
and the new Charleston County Society was 
duly chartered to be the constituent society 
for Charleston County. 

The Medical Society of South Carolina was 
not liquidated by any means. It has continued 
its corporate life as still another of the old 
historical organizations which live on forever 
in Charleston. It has, however, a more utili- 
tarian reason for continuing. It has been and 
continues to be the administrator and trustee 
for certain legacies, the funds from which 
were used to establish and which still help 
maintain Roper Hospital. 

When the State Association was organized 
in 1848, the roads of the state were poor, 
traversing, as they did, sands, swamps, and 
rivers, Steam boats operated from Charleston 
to Savannah, to Augusta, to Georgetown, to 
Cheraw, and to Columbia when the conditions 
of the canals permitted. The railroad from 
Charleston to Hamburg, across the Savannah 
River from Augusta, was completed in 1833. 
It was extended 15 years later from Branch- 
ville to Columbia and from Kingville to 
Camden. 

At the organizational meeting of the State 
Association, neither Greenville; Spartanburg, 
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Pickens, Oconee, nor Laurens counties was 
represented. At that time, there were only two 
doctors in Greenville district, as the counties 
were called trom 1800 to 1868. These doctors 
were “diplomated” but not licensed. Pickens 
district had two, Laurens had 25, and Abbe- 
ville had 64. In Abbeville, twenty doctors met 
to select delegates and to pass resolut’ons to 
send to the organizational meeting in Charles- 
ton. 

It was estimated in 1852 that there were be- 
tween 900 and 1,000 doctors in South Carolina. 
Their qualifications were most variable and 
were often highly questionable. 

The South Carolina Medical Association be- 
came inactive during the Civil War but was 
reorganized in 1869. At the annual meeting in 
1873, delegates from Greenville County were 
registered for the first time. This was twenty 
years before the Greenville County Society 
was chartered. The annual convention of the 
State Association was held in Spartanburg in 
1882. The Greenville County Society received 
its charter as a constituent society of the State 
Association in 1891. 

In explanation of the seemingly late or- 
ganization of the Greenville County group as 
a medical society, an important fact should be 
borne in mind. Population spread in South 
Carolina was by two chief routes. It either 
moved inward from the coastal area or it 
moved down from Pennsylvania through Vir- 
ginia or North Carolina into the region of the 
Waxhaws. The state was almost wholly agri- 
cultural, and the rich, sandy loam of the 
coastal plain was better adapted to agriculture 
than were the red clay hills of the Piedmont. 

The northwest corner of the state—the area 
which now makes up Greenville, Pickens, 
Oconee, and Anderson Counties—was either 
a part of the Cherokee Nation lands or 
bordered on them. The area comprising 


Greenville County remained recognized 
Cherokee land until after the American 


Revolution. After it was opened up for settle- 
ment in 1784, the density of population in- 
creased very slowly. 

The Spartanburg area was settled largely 
from Virginia and North Carolina much 
earlier than either Greenville or Pendleton dis- 
tricts. The Pendleton district included what is 








now Anderson, Pickens, and Oconee counties. 
The Spartanburg County Medical Society had 
been organized in 1866. At that time, there 
were seven physicians living within the village. 
The Pickens County Society was organized in 
1891, the same year the Greenville Society 
received its charter. The Oconee Society was 
not chartered until 1903. 

Some ten years before the beginning of the 
Revolution, Colonel Richard Pearis, his Chero- 
kee wife, and their children established a 
trading station at the falls of the Reedy River, 
where Camperdown Mill did stand in the city 
of Greenville. Colonel Pearis came from Ire- 
land. He had settled first in Virginia and had 
moved from Virginia to this area. In addition 
to the trading station, he operated a grist mill 
and a saw mill. By barter from the Cherokees, 
he acquired about ten square miles of land on 
either side of the Reedy River. Paris Mountain 
was his and seems to have been named for 
him. The name Paris was probably a corrup- 
tion of the word Pearis. 

Pearis lived in a large, two storied log house. 
He cultivated about 100 acres of land. He 
raised English pure bred race horses, hogs, 
sheep, and cattle. His orchards contained 
apples, peaches, and plums, He was a highly 
successful and a wealthy man. There was no 
white community around his station, and he 
had no near neighbors. 

During the Revolution, Colonel Pearis and 
his sons became ardent and ruthless Tories. 
The American patriots captured and destroyed 
his settlement. When the Tory cause appeared 
to be doomed to failure, Pearis fled with his 
family to the West Indies, where he remained 
until his death. 

After the Revolution, all of what is now 
Greenville County was acquired by the state 
from the Indians by negotiation or purchase. 
The state then gave the territory formerly con- 
trolled by Pearis to Lemuel J. Alston. Alston 
held the land until 1815, when he sold his 
entire holdings, including 1028 acres of land, 
to Vardry McBee who had come down from 
North Carolina. This land included and sur- 
rounded the present site of the city of Green- 
ville. 

The village, which had grown up at the for- 
mer site of Pearis’ trading station, was called 
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Pleasantburg by Mr. Alston. He had a plat of 
the village made in 1785. This map was re- 
corded in 1798. On the map, the streets and a 
court house square were laid out and were 
dedicated by Alston to the public use. 

What was later to become Greenville 
County was opened up for settlement in 1784. 
Within two years practically all of the de- 
sirable land had been taken up. Most of the 
settlers were Revolutionary War soldiers. It 
seems that the name of the village was 
changed from Pleasantburg to Greenville be- 
tween 1798 and 1807. In 1790, the population 
of the county was about 5,000. In 1800, it was 
11,500, and this included free negroes and 
negro slaves. 

After visiting the village of Greenville in 
1806, Edward Hooker recorded in his diary: 

“The situation and aspect of the village is 
quite pretty and rural; the streets covered with 
green grass and handsome trees growing here 
and there . . . but there is a want of good 
houses, the building mostly of logs . . . The 
place is thought by many to be as healthy as 
any part of the United States, not a seat of 
much business . . . One or two physicians in 
or near the village, but their practice is mostly 
at the Golden Grove, a fertile but unhealthy 
settlement ten miles below. One clergyman 
within six or seven miles, who preaches at the 
court house once in three or four weeks.” 

A Doctor Hunter ran for Congress shortly 
after Mr. Hooker's visit to Geenville in 1806. 
His opponents said of him, “Hunter is such a 
good physician that he cannot be spared to go 
to Congress.” That opinion seems to have pre- 
vailed. Dr. Hunter was not elected. 

In 1822 the village had a population of 400. 
There were two schools, the Greenville Male 
Academy and a Female Academy. 

The first church inside the city was St. 
James Mission, begun in 1821. This later be- 
came Christ Episcopal Church. Baptists or- 
ganized in Greenville in 1821 with a member- 
ship: of “one male and nine females.” This 
ratio of men to women seems to have been 
about the usual one in the earlier churches. 
Town churches were usually organized by 
rural congregations in the neighboring 
countryside. The rural churches did not move 
into the villages but continued their identity. 
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A Baptist church was built on the present site 
of the First Baptist Church in 1827. The funds 
to build were raised by public subscription. 

By 1824, Greenville had already begun to 
establish itself as a health resort. David Long 
had opened a resort hotel, and Mr. Toney had 
completed the Mansion House. The latter was 
torn down to make room for the Poinsett 
Hotel about 100 years later. The Mansion 
House rapidly became famous as a fine hotel. 

In 1827, The Republican published an edi- 
torial which praised Greenville as a summer 
resort for “our low country friends whom the 
fever and musquators (sic) drive from their 
homes during the summer.” The editorial re- 
ferred to “the spacious hotels and boarding 
houses.” Boasting of the professional and 
mechanical opportunities, it said: “All get 
employment but the doctors—we have little 
use for them.” It boasted that the town during 
the summers was crowded with “strangers and 
invalids” from the low country. 

In 1824, Robert Mills, the famous architect 
of the period, in his “Statistics of South Caro- 
lina” wrote of Greenville: 

“It (Greenville) is the resort of much com- 
pany in the summer and several respectable 
and wealthy families have located themselves 
here on account of the salubrity of the cli- 
mate ... It has been preferred as a residence 
to Pendleton, perhaps, on account of its not 
being affected so immediately by the cold 
damp of the mountains . . . The public build- 
ings (include) a Baptist meeting house, an 
Episcopal church, and two neat buildings for 
the Male and Female Academy . . . The num- 
ber of the houses is about seventy, the popu- 
lation about 500.” The population of the 
county was about 15,000 at this time. In 1830, 
there was a county population of 16,481. There 
were 11,385 whites, 32 free negroes, and 5,064 
negro slaves. 

Greenville was an unincorporated settlement 
or village until 1831, when it became an in- 
corporated town. By 1836, the population had 
increased to about 1,000. There were at that 
time five physicians living in or near the town. 
The first of these was Dr. Richard Harrison. 
He had come in 1831, shortly before the town 
was incorporated. Nothing more than the fact 
of his coming and that he was an uncle of Dr. 
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James Harrison seems to be known about him. 

A more prominent doctor of this early period 
was Dr. Andrew Barry Crook. He was born in 
1802 and lived until 1862. 

The Presbyterians organized a church in 
Greenville in 1848. Furman University was 
established and the old “tower” building was 
built on the present old campus in 1852. 

Nullification, secession, and war were al- 
ready in the offing. Young Benjamin F. Perry 
came to Greenville in 1824. He was destined 
to make a tremendously increasing impact on 
the thought and attitude of the community 
during the next fifty years. Under his able and 
vigorous leadership, Greenville County fought 
strenuously against the forces leading toward 
war. 

During Perry’s early years, Greenville had 
been making rapid strides as a trading center 
and as a summer resort. The State road had 
been completed from Greenville through the 
Saluda mountain gap into North Carolina. 
This road furnished an excellent route to 
cattle drovers to move their herds from the 
west to Charleston and Augusta. More than 
50,000 hogs, and a proportionate number of 
horses, mules, cattle, and sheep were driven 





Vibrapuncture treatment of creeping eruption. 
John van de Erve (Charleston). A. M. A. Arch. Der- 
mat. 79:101, Jan. 1959. 

For many years, various methods of destructive 
nature have been used in an effort to kill the larvae 
of creeping eruption to relieve the intense pruritus 
of this condition. Dry ice or ethyl chloride spray is 
the common method of treatment. 

No internal medication is of value in this con- 
dition except for palliation of the itching. 

The author suggests the use of the Conway Der- 
majector (vibrating multiple needles) to thoroughly 
criss-cross the infested skin. This kills the multi- 
cellular larva without scarring the skin itself. Hydro- 
cortisone solution may be driven into the skin with 
the needles. The treatment may be repeated as 
needed since the larvae are not always killed the 
first time. 

( Authors abstract ) 


Tracheostomy for respiratory muscle failure in in- 
fants and children, by R. R. Bradham and J. R. Paul, 
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through Greenville during a winter. This 
movement of live stock afforded a fine market 
for grain and for garden truck. 

Reference has already been made to Perry’s 
congenial and able companion, Dr. A. B. 
Crook. Crook was a man of vigorous intellect, 
but his blunt-spoken and impulsive nature 
made him many enemies. Although Crook and 
Perry often disagreed, especially on political 
matters, they remained life long and close 
friends. 

Perry fought strenuously against the forces 
leading to war. He bitterly opposed nullifica- 
tion and later secession. Between the conflict 
over nullification and the secession movement 
in 1850, there was a peaceful interval. During 
this time, Greenville prospered both as a sum- 
mer resort and as an industrial town. By 1850, 
its permanent population was about 1,500. 
Many low country summer residents bought 
homes in or near the town. Although rural in 
general appearance, it was becoming more 
city-like, and it was becoming more refined 
and its people more sophisticated. Some cul- 
ture was being absorbed from the summer 
visitors and society was becoming more for- 
mal and more stratified. 


Jr. Am. Surgeon 25:242-247, Apr. 1959. 

Attention is focused on the improvement in 
respiratory function brought about by tracheostomy 
in infants and young children when there is respira- 
tory muscle failure. The effects of drying secretions, 
progressive loss of function of respiratory effort, hy- 
poxia, and hypercapnia with its associated toxemia 
are described. The signs and symptoms of progressive 
reduction of respiratory function are cited. Four cases 
are presented in which tracheostomy was believed 
to be life saving as it facilitated the removal of 
secretions from the lower respiratory passages and 
reduced the respiratory tract dead space and resist- 
ance to air flow in the trachea. Important steps in 
the technique of tracheostomy that are applicable to 
the infant and child and the many and complex 
problems encountered in maintaining an adequate 
airway in the small trachea following a tracheostomy 
are discussed. Complications can be reduced to a 
minimum if tracheostomy is carried out under well 
controlled conditions and the principles of good 
tracheostomy care are followed. 














PRESIDENT’S PAGE 


Once upon a time you crept, crawled, stood, then ran. Civilization has followed just such 
footsteps and our comfortable mode of living and travel is caused by the marvelous scientific 
discoveries. Our progress depends on the putting together by the artist the projection of the 
scientists. The archaeologists have shown the various stages of the ages which man has ex- 
perienced, such as paleolithic, neolithic, etc. 


What has the scientist discovered which is any greater benefit to mankind than a state of 
well being and longer life? The rocking chair age is enjoyed by most who have passed 65 years 
of age in a pleasant, comfortable, and respectable manner. 


We in South Carolina have been looking at the sun, moon, and stars, but seldom have 
focused our attention on the ground. It is here that we get our start, and our growth depends 
on what the soil produces. It was 31 years ago the South Carolina Research Food Commis- 
sion was set up. The reason was the discovery of minerals rich — yes, very rich in our soils. 
Fortunately the iodine content which was so badly needed and wanted by peoples in the 
goiter areas of the United States, and the world, has proved to be in abundance in our soil, 
which is transferred to what we grow. 


Yet it became defunct, and only a few know the reason why, but let’s not dig up old skele- 
tons, as they only rattle. Let’s go to work and revive our South Carolina Food Research Com- 
mission, so that we not only show the world we have a tag with the wonderful Iodine State, 
but that we have the contents that produce exceptionally good human species, which is good 
for animals, especially horses, as well as for man. 


Remember, Africa has its diamonds, the margins of the ocean its oysters and pearls, Texas 
and Pennsylvania their oil, Nevada its copper, California its gold, but South Carolina has 
the human touch with iodine in its soil. 


The source of the iodine is from the igneous granite of the Blue Ridge Mountains and 
not the ocean. 


Let the people of South Carolina know where our riches lie, do not bury it, but make it 
active and alive. 


William Weston, Jr., M. D. 


Jury, 1959 
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THE SALUDA SEMINAR 

After many years of most valuable service 
to the practitioners of South Carolina and 
many other areas, the Saluda Seminar has 
closed its doors. Conceived by the late Dr. 
D. Lesesne Smith as a means of spreading 
knowledge of pediatrics to the people who 
handled the great bulk of children, that is, the 
general practitioner, it served an invaluable 
purpose of helping to reduce the high mortal- 
ity among children in South Carolina particu- 
larly. Consisting of an unpaid group of vol- 
unteer lecturers, and conducted in its detail 
by Dr. Smith and his family, its faculty made 
available to many people who would not 
travel long distances an up-to-date course in 
practical pediatrics. In its later years obstet- 
rics was added to the curriculum, and finally, 
internal medicine, but the Seminar remained 
essentially a pediatric seminar throughout its 
life. 

Changing fashions in medical meetings, and 
the great increase in post-graduate courses 
and special facilities for refreshing the knowl- 
edge of the practitioner have diminished to a 
great extent the need for the Seminar. Its 
management had become somewhat 
difficult than it had been in the past, and 
finally and regretfully, its Faculty decided to 
abandon the activity. 

The Seminar was an excellent and _ pro- 
ductive effort which was a product of Dr. 
Smith’s conviction and enthusiasm. It offered 
in its time a unique arrangement for a com- 
bination of learning and relaxing. The many 
physicians who have attended it over its 
career will feel regret that it is no longer 
available for them or for their colleagues, but 
times have changed, and we can only offer a 
tribute to the work and accomplishment of the 
past years. 


more 


In this issue there appears an account of 
the Seminar written by Dr. Lesesne Smith’s 
daughter-in-law, who has been most familiar 
with the workings of Saluda, and most sympa- 


Editorials 








thetic with the activities. We recommend it 
as good reading, and an excellent exposition 
of the spirit and soul of the career of the Sal- 
uda Seminar. 


TUBERCULOSIS STILL A PROBLEM 


It is unfortunate that many of us are in- 
clined to accept without much analysis the 
statements and figures which appear from 
time to time in the public press as well as in 
the medical journals about the status of tuber- 
culosis as a public health and personal prob- 
lem. After the development of chemotherapy 
for tuberculosis and the encouraging results 
reported, many of us began to look on tuber- 
culosis as a disease which had been con- 
quered, or was in a very vulnerable position 
for eradication. There was even talk in some 
quarters about the lack of continuation of 
special facilities for caring for tuberculous 
patients, and Boards of authority cast around 
for possible new use for old buildings which 
had been devoted to the treatment of a dis- 
ease thought to be on the way to disappear- 
ance. 

As with most diseases when new treatments 
appear to be extremely promising, and even 
prove so, we are probably very premature in 
making statements that the disease is headed 
for oblivion. Certainly tuberculosis is far from 
being a vanquished foe. The handsome and 
enlightening Annual Report of the South 
Carolina Tuberculosis Association presents 
some facts which are of vital interest to all of 
us who are concerned with public health and 
with tuberculosis particularly. It shows, for 
instance, that there are more tuberculous 
cases under Health Department supervision 
in June of 1958 than there were in June of 
1955. It shows that while the deaths declined 
from 280 in 1954 to 189 in 1957, there were 
still reported almost as many new cases in the 
later year as at the earlier date. There were 
822 patients in county and state sanitoria in 
1958 as compared with 780 cases in 1955. In 
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South Carolina there are 6,099 persons with 
tuberculosis under Health Department super- 
vision. 

Apparently South Carolinians have not been 
lulled into apathy by some of the over-en- 
thusiastic reports which have appeared from 
time to time, for their donations to the Christ- 
mas Seal Sale were greater in 1958 than in 
1957. The necessity for further and better sup- 
port of this extremely valuable fund-raising 
project is obvious in view of the figures given 
above. Mass screening programs, grants for 
research, refresher courses, workshops, and 
the like must be supported to carry on the 
fight against a disease which is still one of our 
great killers. 


DANCING MANIA OR DANCING 
MANIACS? 

According to a release from the Southern 
Regional Education Board, one of the ladies 
from the South Carolina State Hospital in 
Columbia, who is Assistant Director of Music 
Therapy, has received a Training Grant from 
the Board and with the assistance derived 
from this grant will visit several hospitals “to 
observe and participate in dance and music 
therapy...” 

It seems that almost any kind of therapy 
may be good for the mentally disturbed, and 
if the older forms of dancing were used for 
such a purpose, it would be easy to see how 
an excited patient might be calmed _ into 
rhythmic quietude. But suppose the therapy 
is used with the current variety of dance which 
is seen among the young. Would it be possible 
that a patient could be anything but made a 
little more disturbed by the rocks and rolls 
and innumerable other popular gyrations? 
Somehow the dancing mania of the Middle 
Ages comes to mind. How does that phe- 
nomenon tie up with current dance therapy? 


CIBA AND THE MEDICAL LETTER 

In an earlier issue The Medical Letter was 
mentioned as a promising source of accurate 
drug 
preparations. The Medical Letter has been 
very outspoken, and it would seem almoct in- 
evitable that somebody would teke offense, 
whatever the justification might be. The in- 


information on currently produced 
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evitable has happened. Ciba Pharmaceutical 
Products has sent to an (unknown) mailing 
list a reprint from The Medical News of May 
27, 1959, in which the statement is made in 
a very spirited and resentful way of certain 
reports which the Letter had made on the 
product Singoserp. Indeed Ciba’s Presi- 
dent doubts “seriously . . . whether your pub- 
lication is either intended or equipped to per- 
form this critical function” (that is, of giving 
unbiased, reliable and timely information on 
new drugs). 

This Journal is not in a position to judge of 
the merits of the claims made for the drug or 
the criticisms made by the Letter. However, 
it does seem rather a pity that what was no 
doubt intended as an unbiased report should 
have drawn such critical and abusive remarks 
from the manufacturer of the product. 


HIRING THE HELP 

Many a successful man in medicine, suc- 
cessful both in a medical and financial way, 
had to scratch and scrape to secure his medi- 
cal education. No doubt most of them, if they 
desired to pursue specialized studies, had to 
make personal sacrifices which they just'fied 
by the pleasure, and perhaps profit, which 
would come from acquisition of special 
knowledge and skill. Probably many a physi- 
cian had to forego his ambition for such pur- 
suits because his family affairs and expenses 
would not permit him to spend what was re- 
quired for the purpose. 

Life appears to be somewhat easier for 
some of our members, now that the common 
availab'lity of stipends and grants has become 
generally considered as more or less matter 
of course. In certain specialized fields it has 
apparently become necessary to dangle a 
fairly juicy bait before the reluctant candi- 
dates, and the sums of money which are avail- 
able sound rather aston‘shing to those who 
think of the old hard times. Intent on luring 
proper candidates into certain fields in which 
personnel is scarce, the Public Helth Service 
is now making available traineeship awards 
which carry on for nine to twe've months. and 
my be renewed up to nerieds of five years. 
There is no fixed amount offered. but a cir- 
cular from the Service states that “such sti- 
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pends may range from $6,500 to $17,500 a 
year’. Oh lucky candidate who can snap up 
the latter figure! With a financially carefree 
mind he can pursue the object of his scientific 
affection and not have to worry about Junior's 
tuition or the five or six square meals which he 
may enjoy with such backing. Probably this 
to attract the desired 
talent. How far it can go is a question which 


is an excellent way 
eventually comes back to the taxpayer and our 
own pockets. 


THE SCHOOL HEALTH COMMITTEE 
OF THE SOUTH CAROLINA MEDICAL 
ASSOCIATION 


The School Health Committee is a committee ap- 
pointed by the President of the South Carolina Med- 
ical Association, consisting of several doctors from 
various parts of the state who have special interests 
Hilla 
Sheriff ex officio, who is the director of the Maternal 
and Child Health Division of the State Board of 
Health. 

The South Carolina Medical Association is the 


in the problems of school health, and Dr. 


official organization of the medical profession in the 
State of South Carolina, and it is made up of dele- 
gates from each of the counties’ medical organiza- 
tions. The County Medical Societies are local so- 
cieties composed of all the doctors of medicine in the 
community who belong to the American Medical 
Association. 

Objectives and functions of the School Health 
Committee of the South Carolina Medical Associa- 
tion. 

Health 


Committee is to permit the practicing physicians of 


The reason for existence of the School 


the state to participate in the plans for, and the 
practice of school health policies in the schools of 
the state. In this connection, the committee has four 
basic spheres of activity. 

1. The 
familiarize themselves with modern trends in school 


members of the committee strive to 
health practices nationally, and then to formulate 
ideas and plans about school health which will be 
applicable to the problems of the schools of the 
State of South Carolina. 

2. The School Health Committee of the South 
Carolina Medical Association is available to act as an 
advisory body to the State Board of Health, the State 
Department of Education, the State Parent-Teachers 
Association, and any other agency which requests 
its opinions on matters concerned with the participa- 
tion of the medical profession in school health 
practices. 

3. The committee has the duty of informing the 
members of the medical profession of the problems 


of the states’ schools, and the agencies serving them. 





4. Promotion and fostering organization of local 
School Health Committees in each County Medical 
Society. 

Since its organization in 1955, the School Health 
Committee has realized that it could not accomplish 
anything on a state level which would be of any 
particular value to the individual schools or school 
children. 

The health problems of city schools and those of 
rural schools are entirely different, and the health 
problems of schools serving largely indigent or per- 
haps colored populations are also entirely different 
from those of schools serving middle class or well to 
do communities. For these reasons it is not practical 
for the School Health Committee to make any more 
than bare minimum suggestions about specific school 
health policies. The School Health Committee has, 
therefore, urged the establishment of School Health 
Committees in each of the county medical societies, 
composed of one or more physicians in the com- 
munity who have special interest in school health 
problems. 


School Health Committees are en- 


couraged to meet from time to time with local ed- 


These local 


ucators and parent groups to make plans for estab- 
lishment of school health policies and practices in 
their communities. 

The local School Health Committees also have the 
duty of informing themselves about school health 
practices in general, and interpreting these to the 
other members of the local medical society, so that 
all physicians will be familiar with and sympathetic 
with the individuals and agencies who are attempt- 
ing to improve the health of school children by 
carrying out the plans which have been formulated. 

School Health attempt to 


actually perform medical services for the schools, 


Committees do not 


but encourage the use of private practitioners for 
pericdic health evaluations and treatment of children. 
Where there are actually indigent students, the use 
of clinics for evaluation of individual children on 
appointment basis is encouraged. 

Method of operation of the School Health Com- 
mittee of the South Carolina Medical Association. 

1. The committee meets several times each year 
to discuss and advise in response to needs that be- 
come apparent. Individual members of the com- 
mittee also serve as speakers and hicalth advisors as 
spokesmen of organized medicine. 

2. The chairman of the committee submits an 
annual report to the meeting of the House of Dele- 
gates of the South Carolina Medical 
which is published each year in the Journal of the 
South Carolina Medical Association. 


Association, 


3. The committee, with the financial assistance of 
the Division of Maternal and Child Health of the 
State Board of Health holds an annual conference of 
County School Health Committees for discussion of 
common problems. 
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CLAY W. EVATT, M. D. 


Clay W. Evatt, of Charleston, new Vice-President 
was born in Anderson County, S. C. His pre-medicz] 
work was at the University of South Carolina. M. D. 
—Medical College of Va., Richmond, Va. 1924. He 
did post graduate work in Richmond, New Yerk, 
Brooklyn, and Chicago. He is a graduate of Trudeau 
School for Tuberculosis. His affiliations are numerous 
and bespeak an active interest in medical affairs. He 
is a member of Phi-Chi Medical Fraternity; Asso- 
ciate Professor of Ophthalmology, Medical College 
of S. C.; Fellow of American College of Surgeons; 
Fellow of International College of Surgeons; Fellow 
of American Academy of Ophthalmology & Oto- 
laryngology; on the Board of Directors of Baker Hos- 
Ophthalmolo- 
gist to the Charleston County Assn. for the Blind; 
Past President of the S. C. Eye, Ear, Nose & Throat 
Society; President of the Charleston County Board 
of Health. He is listed in “Who’s Important in Amer- 


pital; Widows and Orphans Society; 


ican Medicine”. He belongs to the Pan-American 
Society of Ophthalmology and is Past President of 


the Industrial Medical Society of S. C. 


He was in general practice in Greenville, S. C. 
for 10 years. With Miss Mamie Oetsel, he sta:ted the 
first Tuberculosis Clinic in South Carolina for colored 
people. He was Director of the Junior Chamber of 
Commerce, Vice President of the Greenville County 
Medical Society and President of the Reserve Officers 
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Association. He belongs to numerous social, re- 
ligious, and educational organizations. 





NEWS 


SOUTH CAROIT INA PEDIATRIC 
SOCIETY 
At the meeting of the South Carolina Pediatric 
Society held in Columbia at the time of the meeting 
of the state Association, the following nominations 





were made for officers for the coming year: Dr. 
Charles Zemp for President; Dr. Kenneth Herbert 
for Vice President; and Dr. Caspar Wiggins for 
Secretary. Dr. W. M. Hart, Dr. Fred Adams, and 
Dr. Jack Rheney were named as members of the 
Child Health Committee of the South Carolina Medi- 
cal Association. 

The Annual Scientific Meeting of the Society will 
be held in Columbia on September 14 and 15. The 
program is not yet completed, but there will be ad- 
dresses by Dr. Jerome Harris of Duke University, 
and Dr. Kenneth Aycock of Columbia. The latter will 
speak on the “Co-existence of Sickle Cell Anemia, 
and Rheumatic Heart Disease.” 

Dr. Paul Garrison, formerly of Greenwood, S. C., 
participated in the presentation of the scientific ex- 
hibit “Ear Surgery in 3-D”, which received the Bill- 
ings Gold medal at the A.M.A. in Atlantic City. The 
exhibit was prepared by J. Brown. Farrior, M. D. 
Recently, Dr. 
work as guest speaker at the meeting of the South 
Carolina Medical Society in Columbia. 

Dr. Garrison is now Resident in otolaryngology at 


Farrior presented a synopsis of this 


the Tampa General Hospital and plans to return to 


Greenwood. 


The Mid-Atlantic Meeting of the International 
College of Surgeons will be held at Homestead 
Hotel, Hot Springs, Virginia on November 16, 17 
and 18th. The profession is cordially invited to at- 
tend. 

Dr. John E. Zeliff, Greenville, has been certified 
by the American Board of Pediatrics. 


John P. Manos, M. D. announces the opening of 
his office in the general practice of medicine at St. 
Andrews Center, 1051 Savannah Highway, Charles- 
ton. 

Seventy-five per cent of the population in the 
Northwest part of the United States carries insurance 
against hospital costs, Health Information Founda- 
tion states. Comparable percentages for the other 
sections are 68 for the West, 67 for the North Central, 
and 55 per cent for the South. 


to 
~l 








FRANK C. OWENS, M. D. 
Alternate Delegate to the A. M. A. 


Doctor Owens was born in Richland County, at- 
tended the Columbia City Schools, graduated from 
the University of South Carolina with a B. S. degree. 
He then entered the Medical College of the State of 
South Carolina where he received his M. D. degree 
in 1923. He interned at the South Carolina Baptist 
Hospital, after which he began the practice of medi- 
cine in Columbia. 

In 1942, he entered the Medical Corps of the Air 
Force as Captain, and was discharged 3% years 
later as a Lt. Col. He was elected Mayor of Colum- 
bia upon his return and served four years. He is now 
practicing medicine in the city of Columbia. 

Dector Owens has served in the capacity of Presi- 
dent of the Lions Club, as State Chairman of the 
Infantile Paralysis Organization, as State Chairman 
of the Heart Association Drive. While Mayor, he 
was President of the S$. C. Municipal Association, and 
a member of the National Board of 
Dr. Owens served as President of the Colum- 
bia Medical Society, and as President of the 
Columbia Art Association. Doctor Owens was twice 
delegate to the National Democratic Convention, 
served as President of the South Carolina Industrial 
Medical Society, and is former President of the A. C. 
Moore Parent Teachers Association. He was ap- 
pointed State Chairman of the Medical Advisory 
Committee to Selective Service, and has served in 


Directors, 


that capacity since its inception. He is at present 
Chairman of the Committee on Legislation and Pub- 
lic Policy of the South Carolina Medical Associatiin. 
Doctor Owens was elected a member of the Execu- 
tive Committee of the South Carolina State Board of 
Health and serves there in the capacity of Vice 
Chairman and Secretary. He is a member of the 
South Carolina Water Pollution Board. He is former 
President of the Columbia Medical Club, a member 
of the National Association of Food Research, a mem- 
ber of the Forum Club. Doctor Owens is a Shriner, 
Mason, Elk, and is a member of the American 
Legion and of the 40 and 8. He is a member of the 
Staff at the Columbia Hispital, the Providence Hos- 
pital, and the South Carolina Baptist Hospital, and 
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he is presently serving as Secretary of the Providence 
Hospital Staff. Doctor Owens is a member of the 
Medical Board of the South Carolina Retirement 
System. He is an Episcopalian, and is a member of 
the Trinity Episcopal Church. 





WILLIAM LOUIS PERRY 


William Louis Perry, newly elected member of 
Council was born January 4, 1912 in Chesterfield, 
m. 

He graduated from Chesterfield High School in 
1929 and received his B. S. at Wake Forest, 1934, his 
B. S., Medicine, Wake Forest, 1936, his M. D., Medi- 
cal College of South Carolina, 1938. 

He was an intern at McLeod Infirmary, Florence, 
South Carolina and has been in general practice in 
Chesterfield since 1940. He is Past President of 
Chesterfield County Medical Association, and was 
President, Pee Dee Medical Association in 1957. 


Dr. John C. Bonner, Charleston, has been made a 
Fellow of the American Academy of Pediatrics. 


Dr. P. M. Temples has located in Woodruff and 
will have his office at 230 West Peachtree St. 

He is a graduate of the Medical College in Augusta, 
Ga. and was connected with the Medical College of 
South Carolina for some time before moving to 
Spartanburg to become Clinical Director of Labora- 
tories of the Spartanburg General hospital. Later he 
entered private practice and was director of the 
Spartanburg County T. B. Hospital. 

From 1944 to 1951 he served as director of the 
Spartanburg County T. B. Control Program and 
supervised chest clinics at the County Health De- 
partment. He left Spartanburg in 1951 and served 
is assistant medical director at a T. B. Hospital in 
Kentucky, and as a specialist on the Veterans Re- 
gional rating board at Roanoke, Va. He returned to 
Spartanburg to enter private practice and from there 
moved to Woodruft 
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POISON CONTROL CENTERS 

A new Poison Control Center has been set up by 
the Pediatric Department of the Medical College of 
South Carolina. The prime purpose of this center is 
to supply information to physicians regarding chemi- 
cal composition, potential toxicity and therapy of 
poisoning by the limitless number of household 
products surrounding the average family. In addi- 
tion to reference materials purchased for the center 
by the Maternal and Child Health Division of the 
State Board of Health consultation services are 
available from the Department of Biochemistry and 
Pharmacology and the School of Pharmacy of the 
Medical College as well as from a botanist and ento- 
mologist. 

As you have been previously notified there is also 
a Poison Control Center located at the Columbia 
Hospital’s Emergency Room, Columbia, South Caro- 
lina. Physicians desiring poison control information 
may call either of these centers: 

Roper Hospital, Raymond 2-7711, Extension 70, 
Charleston 

Columbia Hospital 
4-7382, Columbia. 

Unfortunately due to lack of funds, all telephone 
calls will have to be paid by physicians requesting 
information or by the patient. 


Emergency Room, Alpine 


Forms concerning clinical and follow-up data on 
each case will be mailed for completion to physicians 
receiving information. These completed forms will 
be sent by the Poison Control Centers to the National 
Clearinghouse for Poison Control Centers, Washing- 
ton, D. C., for tabulation and analysis. 

Margaret Q. Jenkins, M. D. 

Director, Poison Control Center 
Medical Center Hospitals 

Henry W. Moore, M. D. 

Director, Poison Control Center 
Columbia Hospital 

Hilla Sheriff, M. D., Director 

Division of Maternal and Child Health 
S. C. State Board of Health 


MEDICAL COLLEGE AWARDS 
DIPLOMAS TO 145 STUDEN1IS 


Women graduates took first honors in three 
schools of the college—medicine, pharmacy and 
nursing. 

Heningham Anne Duell Morgan of Charleston 
was first honor graduate of the School of Medi- 
cine; Frances Evelyn Thomas of Charleston took 
top honors in the School of Pharmacy; and Dor- 
othy Eugenia Hyatt Lack of Walterboro was first 
honor graduate of the School of Nursing. 

Mrs. Lack’s competition for nursing honors was 
all female but Miss Thomas and Dr. Morgan both 
were members of predominantly male classes. 

The School of Medicine conferred degrees of 
doctor of medicine on 68 graduates, all except 
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three of whom were men, Newton Craig Brackett, 
Jr. of Pickens and Bertrand Victor Gue, Jr. of 
Orangeburg, who was class president, shared 
second honors. The men completed their four 
years of college work with exactly the same av- 
erage. 

Nineteen graduates, three of them women, were 
awarded bachelor of science degrees in pharmacy. 
Second honors also went to a woman—Mrs. Ly- 
thea John Chakeris of Charleston. 

Second honors in nursing in a class of 58, were 
won by Lucia Rose Powell of Anderson. The title 
of graduate nurse was conferred on each of the 
graduates. Also recognized were 10 absent 
affiliate graduates of the School of Nursing and 
the University of South Carolina. 


Two men—Earl Edward Aldinger of Charleston 
and Jerry Morgan Smith of Conway—received 
master of science degrees in pharmacology from 
the Graduate School of Basic Sciences. 


Dr. George F. Lull, president of the American 
Medical Education Foundation, delivered the com- 
mencement address at the 132nd graduation ex- 
ercise, staged on the grounds of the Medical Col- 
lege Hospital. 

Dr. Lull called attention to the fact that al- 
though the population of the United States had 
doubled this century, the population of the age 
group 65 years and over had quadrupled. 

“This,” he said, “has brought about changes not 
only in our medical practice but in the economics 
of the whole country.” 

Medical education, he continued, has improved 
to such an extent in this country that when a 
man receives his M.D. degree from an American 
medical school he has “at least been exposed to 
the highest type of medical education.” 

Dr. Lull explained that the American Medical 
Education Foundation was organized in 1951 to 
obtain assistance from the medical profession for 
medical schools. 

“At approximately the same time,” he con- 
tinued, “the National Fund for Medical Education 
was organized by businessmen and educators to 
seek voluntary private support from the nation’s 
business groups. 

“The interest in the un-met financial needs of 
our medical schools is nowhere more encouraging 
than here in the medical profession of South 
Carolina,” he added. 

“Through the efforts of Dr. Lynch (Dr. Kenneth 
M. Lynch, president of the Medical College of 
South Carolina), the members of the Medical 
College faculty, the Alumni Association of the 
college and the physicians practicing throughout 
the state, South Carolina leads all Southern 
states with a total of $40,149 in 1958, an increase 
in contributions from $14,267 in 1957.” 

Referring to the role of industry, Dr. Lull said 


, 
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it had made great strides in its acceptance of 
responsibility in health and medical education 
during 1958. Medical schools need industry’s sup- 
port, he said, as much as industry needs the vital 
role of the medical schools in the health and wel- 
fare of the community. 


Dr. Lull urged members of the graduating 
classes to enter into the affairs of their com- 
munities and help guide these affairs into channels 
best for all concerned—not merely best for in- 


dividual groups. 





In his opening remarks, Dr. Lynch spoke of the 
complexities and magnitude of financing, develop- 
ing, organizing and operating a modern educa- 
tional center of the health professions. 


“The organization serving as the owner and 
operator is the base,” he said, of the operation 
which he referred to as a game. 


“Perhaps next should come the community in 
which the institution is located,” he continued, 
although this interest is not always clearly ac- 
knowledged. That community automatically 
secures advantages, both economic and in service. 


“Besides the support coming from government, 
representing the public, and regardless of 
whether a state may be owner and operator, and 
besides the individual and independent contribu- 
tions, recently there have come into play two 
organizations devoted to the support of the med- 
ical schools over the nation. One of these is known 
as the National Fund for Medical Education.” 


This organization, he explained represents the 
industries of the country as they have come to 
recognize their stake in medical education. “Main- 
ly, as yet,” he said, “this stems from the great 
national companies, but it would be profitable for 
any community or region bidding for industrial 
development to become actively conscious of the 
attraction value of a readily available center of 
medical education, research and service.” 


During the exercises an Alumni Citation Award 
was presented to former South Carolina governor 
Ransome Judson Williams, a pharmacy graduate 
in the class of 1914. 


Dr. Lynch conferred degrees and titles on the 
graduates and Dr. Thomas Antley Pitts, chairman 
of the board of trustees of the college, presented 
the diplomas. Graduates were introduced by 


heads of the schools. The invocation and bene- 
diction were by the Rev. Feltham S. James, pas- 
tor of Bethel Methodist Church, and organ music 
was by William R. Quarterman, Jr., dean of the 
Charleston Chapter of the American Guild of 
Organists. 


—News and Courier 
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REPORT ON ACTIONS OF THE HOUSE 
OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
108th ANNUAL MEETING 
JUNE 8 - 12, 1959 
ATLANTIC CITY 


ATLANTIC CITY, June 12—The report of the 
A.M.A. Commission on Medical Care Plans, relations 
between medicine and osteopathy, the report of the 
Committee on Preparation for General Practice and 
the issue of compulsory Social Security coverage for 
self-employed physicians were among the major sub- 
jects which brought important policy actions by the 
House of Delegates at the American Medical Asso- 
ciation’s LO8th Annual meeting held June 8 - 12 in 
Atlantic City. 

Another highlight of the meeting was the appear- 
ance of President Dwight D. Eisenhower, who ad- 
dressed an over-flow audience of more than 5,000 at 
the Tuesday night inauguration of Dr. Louis M. Orr 
of Orlando, Florida, as the 113th president of the 
A.M.A. It marked the first time that a President of 
the United States has addressed an A.M.A. annual 
or clinical meeting. 

Dr. E. 
the House of Delegates since 1955, was named presi- 
dent-elect for the coming year. Dr. Askey will suc- 
ceed Dr. Orr as president at the association’s annual 


Vincent Askey of Los Angeles, speaker of 


meeting in June, 1960, in Miami Beach. 

The 1959 Distinguished Service Award of the 
Medical voted to Dr. 
Michael E. De Bakey of Houston, Texas, chairman of 


American Association was 
the department of surgery at Baylor University Col- 
lege of Medicine, for his outstanding contributions in 
the field of cardiovascular surgery. Dr. De Bakey re- 
ceived the award at the Tuesday night inaugural 
ceremony. 

Total registration through Thursday, with half a 
day of the meeting still remaining, had reached 
28,225, including 12,921 physicians. 

Eisenhower Address 

President Eisenhower, speaking at the inaugural 
ceremony in the ballroom of Convention Hall, warned 
that inflation posed the greatest danger to the tradi- 
tional, free enterprise practice of medicine. The cost 
of inflation, he said, “is not paid in dollars alone but 
in increasingly stagnated progress, lost opportunities, 
and eventually, if unchecked, in lost freedoms for the 
doctor and the patient.” Mr. Eisenhower also ex- 
pressed gratification at learning of A.M.A. leadership 
in the program to meet the health care needs of the 
aged. 

Commission on Medical Care Plans 

The House of Delegates received Part I of the 
report of the Commission on Medical Care Plans as 
information only and then acted upon the Com- 
mission recommendations item by item. The House 
adopted 36 of the recommendations without change, 














but reworded three which relate to miscellaneous 
and unclassified plans. The changed recommenda- 
tions now read as follows: 

B-4. “In an effort to decrease, or at least to pre- 
vent an increase, in the over-all cost of health care, 
study should be given to the removal of the require- 
ment of hospital admission as the only condition under 
which payment of certain benefits will be made.” 

B-6. “Medical care plans should be encouraged to 
increase their efforts to provide health education and 
information concerning the coverage of their sub- 
scribers.” 

B-16. “The American Medical Association believes 
that free choice of physician is the right of every in- 
dividual and one which he should be free to exercise 
as he chooses. Each individual should be accorded 
the privilege to select and change his physician at 
will or to select his preferred system of medical care 
and the American Medical Association vigorously 
supports the right of the individual to choose between 
these alternatives.” 

In connection with free choice of physician, the 
House also requested the Board of Trustees to trans- 
mit to all constituent medical associations the “far- 
reaching significance” of Recommendation A-7, which 
Says: 
““Free choice of physician’ is an important factor 
in the provision of good medical care. In order that 
the principle of ‘free choice of physician’ be main- 
tained and be fully implemented, the medical pro- 
fession should discharge more vigorously its  self- 
imposed responsibility for assuring the competency 
of physicians’ services and their provision at a cost 
which people can afford.” 

The House also strongly endorsed Recommenda- 
tion B-11, which declares that “Those who receive 
medical care benefits as a result of collective bargain- 
ing should have the widest possible choice from 
among medical care plans for the provision of such 
care.” 

Many of the Commission recommendations urged 
increased activity by state and county medical so- 
cieties and the American Medical Association in such 
fields as continuing study and liaison, closer attention 
to legal and legislative factors, and the development 
of guides for the relationship between the medical 
profession and the various types of third parties. To 
carry out three of the recommendations involving 
A.M.A. activities, the House also approved a seven- 
point program which it requested the Board of 
Trustees to transmit to the Division of Socio-Economic 
Activities for immediate attention. 


Medicine and Osteopathy 


In considering a special report of the Judicial Coun- 
cil on the subject of osteopathy, the House adopted 
the following inter- 
professional relations: 

“(A) All voluntary professional associations be- 


policy statement regarding 


tween doctors of medicine and those who practice a 
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system of healing not based on scientific principles 
are unethical. 

“(B) Enactment of medical practice acts requiring 
all who practice as physicians and surgeons to meet 
the same qualifications, take the same examinations 
and graduate from schools approved by the same 
agency should be encouraged by the constituent 
associations. 

“(C) It shall not be considered contrary to the 
Principles of Medical Ethics for doctors of medicine 
to teach students in an osteopathic college which is 
in the process of being converted into an approved 
medical school under the supervision of the A.M.A. 
Council on Medical Education and Hospitals. 

“(D) A liaison committee be appointed by the 
Board of Trustees of the American Medical Associa- 
tion to meet with representatives of the American 
Osteopathic Association, if mutually agreeable, to 
consider 


problems of including 


inter-professional relationships on a national level.” 


common concern 

In another action concerning osteopathy, the House 
recommended that the American Medical Association 
representatives on the Joint Commission Accredita- 
tion of Hospitals suggest to the Joint Commission that 
they inspect upon request and consider for accredita- 
tion without prejudice those hospitals required by 
law to admit osteopathic physicians to their staff. 


Preparation for General Practice 


The House approved and commended the final 
report of the Committee on Preparation for General 
Practice, which proposes a new two-year internship 
program for medical school graduates planning to 
become family physicians. To avoid unnecessary con- 
fusion, the House deleted only one sentence which 
read: “Indeed, the committee believes that the one 
year internship actually encourages inadequate 
preparation for general practice.” The Committee on 
Preparation for General Practice included repre- 
sentatives from the A.M.A. Council on Medical Ed- 
ucation and Hospitals, the American Academy of 
General Practice and the Association of American 
Medical Colleges. 

The suggested program would include a basic min- 
imum of 18 months hospital training in the diagnostic, 
therapeutic, psychiatric, preventive and rehabilitative 
aspects of medicine and pediatrics in a very broad 
sense, including care of the newborn. A physician 
then could elect to spend the remaining six months 
for additional training in other segments of the pro- 
gram. The committee stated, however, that partici- 
pants who plan to practice obstetrics would be ex- 
pected to spend at least four months of the elective 
period in obstetrical training. 

The report declared that “the graduate program of 
two years in preparation for family practice should 
be planned and implemented as a unified whole” with 
a maximum continuity of assignment in specific ser- 
vices. The program also calls for adequate experi- 
ence in outpatient care and emergency room service. 
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Social Security 


In considering five resolutions on the subject of 
compulsory Social Security coverage for  self-em- 
ployed physicians, the House disapproved of four 
and adopted one reaffirming its opposition to the 
compulsory inclusion of physicians. In so doing, the 
delegates expressed concern over the possible effects 
that a change of policy might have on the Associa- 
tion’s entire legislative program, particularly with 
respect to the Forand Bill. 

The House also recognized “the apparent growing 
demand by physicians for economic security” and 
requested the Board of Trustees to investigate the 
possibilities of developing group insurance and _re- 
tirement plans which could be made available to 
Association members. It accepted a reference com- 
mittee suggestion “that the American Medical Asso- 
ciation continue and expand its educational program 
to inform its members of the economic, social and 
moral advantages of economic security obtained 
within the framework of our free enterprise system 
rather than through the mechanisms of governmental 
Social Security.” 


Miscellaneous Actions 


In dealing with a wide variety of other subjects, 
the House also: Urged all physicians to participate 
more fully in community activities and socio-economic 
matters in their own communities but agreed that no 
change should be made at this time in Article II of 
the Constitution, which states Association objectives; 

Approved in principle the aims and objectives of 
the President’s Council on Youth Fitness and the 
Citizens Advisory Committee on the Fitness of 
American Youth; 

Accepted a Board of Trustees recommendation that 
the 1962 Annual Meeting be held in Chicago; 

Expressed heartfelt thanks to the Committee on 
Amphetamines and Athletes, which has completed its 
assignment; 

Requested the Board of Trustees to study the 
problems and possibilities of establishing an A.M.A.— 
sponsored medical scholarship and/or loan program; 

Approved the inclusion of Today’s Health as a 
benefit of dues-paying membership and urged mem- 
bers to make it available to their patients; 

Recommended that state medical societies, where 
advisable, initiate legislative efforts to eliminate can- 
cer quackery; 

Received a progress report indicating “phenomenal 
progress” in the field of health insurance coverage 
for the aged since the Minneapolis meeting last De- 
cember; 

Gave a rising vote of thanks to Dr. Joseph D. 
McCarthy, who finished his term as chairman of the 
Council on Medical Service; 

Reaffirmed its full support of the Educational 
Council for Foreign Medical Graduates; 








Endorsed the purposes outlined in the initial re- 
port of the Medical Disciplinary Committee; 

Urged every A.M.A. member to give a substantial 
gift to the medical schools through the American 
Medical Education Foundation; and 

Expressed appreciation for the outstanding disaster 
medicine program presented by the United States 
Army Medical Service on June 6, 1959, in Atlantic 
City. 

Opening Session 

At the 

Gundersen of LaCrosse, Wis., retiring A.M.A. presi- 


Monday opening session Dr. Gunnar 
dent, stressed the personal responsibility of every 
physician to keep abreast of medical advancements 
and to deliver “1959 medicine.” Dr. Orr, then presi- 
dent-elect, called for concerted effort and medical 
leadership in four areas—the costs of medical care, 
recruitment of dedicated medical students, basic re- 
Carl V. 
Moore, Busch professor of medicine at Washington 


search and health care of the aged. Dr. 


University, St. Louis, was presented with the eighth 
Goldberger Award in clinical nutrition. Smith, Kline 
and French Laboratories of Philadelphia received a 
special A.M.A. award for its sponsorship of color 
medical television over the past ten years. 

Inaugural Ceremony 

Dr. Orr, in his Tuesday night inaugural address, 
affirmed his belief in the basic principles of medicine 
democracy and faith under which America’s physi 
cians live. He pointed out that freedom must con- 
tinually be fought for by men and women who are 
willing to stand up and be counted. Dr. Leonard 
Larson of Bismarck, N. D., A. M. A. Board Chairman, 
administered the oath of office to Dr. Orr, and the 
latter presented the Distinguished Service Award to 
Dr. De Bakey. The Fort Dix Band Chorus presente# 
the musical program. 

Election of Officers 

In addition to Dr. Askey, the new president-elect, 
the following officers were selected at the Thursdaw 
session; 

Vice president, Dr. James Stanley Kenney of New 
York City; speaker of the House of Delegates, Dr. 
Norman A. Welch of Boston, and vice speaker, Dr 
Milford O. Rouse of Dallas, Tex. 

Dr. R. B. Robins of Camden, Ark., and Dr. Hugh 
H. Hussey, Jr. of Washington, D. C., were re-elected 
for five year terms on the Board of trustees. Also 
elected to the Board, for the first time, was Dr. 
Percy E. Hopkins of Chicago. 

Dr. J. M. Hutcheson of Richmond, Va., was re- 
elected to the Judicial Council. Re-elected to the 
Council on Medical Education and Hospitals were 
Dr. Charles T. Stone, Sr. of Galveston, Tex., and Dr 
W. Andrew Bunten of Cheyenne, Wyo. 

Dr. Willard Wright of Williston, N. D., was 
elected, and Dr. J. Lafe Ludwig of Los Angeles was 
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Medical Service. Dr. 
William Hyland of Grand Rapids, Mich., was re- 
elected to the Council on Constitution and Bylaws. 

F. J. L. Blasingame, M. D. 

Executive Vice President 


re-elected to the Council on 


American Medical Association 


FRIENDS AND COLLEAGUES HONOR 
DR. W. R. WALLACE 


Early in June a testi- 
monial dinner was 
given in honor of Dr. 
W. R. Wallace. Dr. 
Wallace has completed 
fifty years of practice 
in Chester, and the din- 
ner was an opportunity 
for an expression of 
esteem and apprecia- 


tion from his innumer- 





able friends there. 


W. R. WALLACE 


Dr. Wallace, practicing in Chester since 1909, re- 


ceived his AB degree from Presbyterian College, 
Clinton, in 1903. Me served as principal of Ellenton 
High School in Aiken County for two years and in 
1905 entered the Medical College of Virginia where 
he completed the four year course in three years. 
The doctor was graduated in 1908 and was appointed 
as intern in Memorial Hospital, Richmond, Va., as a 
member of the adjunct faculty in the Department of 
Physiology. 

From Memorial Hospital, Dr. Wallace transferred 
to Roper Hospital of Charleston and served during 
1908-1909. During a part of this service he was Chief 
of Staff of the Hospital. 

Locating in Chester in June of 1909, Dr. Wallace 
was associated for several years with the late Dr. 
Harvey E. McConnell, whose practice at that time 
was the largest in Chester. Following Dr. McConnell’s 
death, his associate continued on in the same offices. 

In 1915 in association with Dr. McConnell, Dr 
Abell and several others, Dr. Wallace helped to or- 
ganize the Chester Sanatorium which they operated 
for a number of years. The Sanatorium group also 
operated Pryor Hospital for approximately 30 years 
before the construction of the new Chester County 
Hospital. 

During his fifty years of medical service, the good 
doctor has taken an active interest in many activities, 
including church, civic and public organizations. 

Recently at the meeting of the South Carolina 
Medical Association at Myrtle Beach in May 1958, 
Dr. Wallace was presented a leather-bound citation 
in appreciation of his services as president during 
1944-45 of the Association. 
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Again on May 23, he was awarded an embossed 
volume of poems “Golden Leaves” in recognition of 
36 years of unselfish service in the interest of public 
health. 

In addition to the above activities, this gentleman 
has served as president with the Tri-State Medical 
Association, past-President of Chester Rotary Club 
and is a trustee of Presbyterian College, Clinton. 

Dr. Wallace has been chairman of the Executive 
Committee of the State Board of Health for many 
years. 








ANNOUNCEMENTS 





POSTGRADUATE OBSTETRIC- 
PEDIATRIC SEMINAR 
9TH ANNUAL SESSION 
Thur. - Fri. - Sat. - August 20-21-22, 1959 
Ellinor Village County Club 
DAYTONA BEACH, FLORIDA 


Program Chairman—E. F. McCall, M. D., 
Chairman 

Maternal Welfare Committee—Florida Medi- 
eal Association 

Sponsored by the State Health Departments 
of South Carolina, Georgia, Florida, Ala- 
bama 

American Academy of General Practice Ap- 
proval—15 Hours—Category I 

Hawaiian Buffet—Swimming—Golf 

(No Seminar Registration Fee) 


INSTITUTE OF INDUSTRIAL MEDICINE 
New York University Post-Graduate Medical School 
offers a 
Two-Month Course for Physicians 
in 
OCCUPATIONAL MEDICINE 
September 14 through November 6, 1959 
For applications address: Office of the Associate 
Dean, New York University Post-Graduate Medical 

School, 550 First Avenue, New York, 16, N. Y. 











DEATHS 


DR. I. RIPON WILSON 
Dr. I. Ripon Wilson, 83, of Charleston, died June 
14 in a local hospital. He was a former president of 
the Medical Society of South Carolina and a one- 
time mayor protem of Charleston. He was a native of 
Toogoodoo, and was graduated from the Medical 








College of South Carolina with a pharmacy degree in 
1900. He received a medical degree in 1913 and prac- 
ticed medicine ever since. 


DR. C. M. SCOTT 
Dr. C. M. Scott, 68, of Hartsville, died June 14 
following a short illness. 








Dear Dr. Waring 

I have always resented Blue Cross and Blue Shield 
being “damned with faint praise” and I rebel at their 
being ignored entirely. On behalf of the Plans both 
locally and nationally I should like to express some 
personal reactions to Dr. Gundersen’s banquet ad- 
dress at the recent State Medical Association Meet- 
ing. 

As I am sure you will recall, Dr. Gundersen dwelt 
at great length upon the general plight of the senior 
citizens of this country and more specifically upon 
their health care needs, while urging that the medical 
profession must do something to correct at least the 
latter situation. He added that in their efforts the 
medical profession would find “powerful allies” in 
the commercial insurance industry. 

That the commercial companies may function as 
such is possible; however, I would say that past 
history should lead one to ponder the motivation. In 
fact, I think that it would be entirely proper to at- 
tribute the rather untenable situation we find today 
in regard to the old-age category as much to the 
profit oriented underwriting of the commercial in- 
surance companies as to any other single factor. 

In rather vivid contrast, I should like to point to 
the record of Blue Cross and Blue Shield. According 
to a report of the Blue Cross Association issued about 
a year ago, approximately 3,400,000 persons over 65 
years of age were enrolled in Blue Cross. At that 
time, this represented about 65% of all persons over 
65 who were estimated by the Social Security Ad- 
ministration to have some form of hospital prepay- 
ment protection. 

On the Blue Shield side, in 1957 of approximately 
40,000,000 persons enrolled 2,500,000 were over age 
65. Again, of those in that age bracket who had 
coverage, Blue Shield covered almost 50%. As an 
indication of its long-time recognition of this prob- 
lem, in the six years from 1951 to 1957, Blue Shield’s 
enrollment of members over age 65 increased 170% 
while total enrollment increased only about 85%. 
At the present time, I am sure these above figures 
have increased materially both in absolute terms and 
as percentages since Blue Cross and Blue Shield have 
always recognized as inescapable their responsibility 
to the whole community. Until just recently it has 
been almost exclusively a feature of Blue Cross and 
Blue Shield that any member on retirement or on 
leaving a group could retain his coverage by “con- 
version” to a “direct-pay basis” regardless of age, 
state of health or need for benefits. In addition, few 
Plans have imposed any age limits on initial enroll- 
ment and in ever increasing numbers Plans are ac- 


BLUE CROSS... BLUE SHIELD 


cepting non-group members regardless of age. 

Dr. Gundersen also laid great emphasis on the 
necessity of developing a low cost old-age contract. 
I am sure we are all proud of the fact that this was 
virtually an accomplished fact prior to his appearance 
before the Association. The real point I am trying to 
make, however, is that only through their own plan 
—physician-sponsored Blue Shield—did the medical 
profession have a ready mechanism for the speedy 
fulfillment of a pressing need. 

As a final thought, I would submit that under in- 
creased pressures of time and tempo, to embrace 
suddenly extemporary allies, without considerable 
thought to the demonstrated results and even greater 
potential strength of the home troops who have been 
fighting the good fight as comrades in arms since the 
battle was first begun, might afford a questionable 
course of action. 


Cordially yours, 
William Sandow, Jr. 
Executive Director 


SOMEBODY LOVES US 
(From The News and Courier, June 4, 1959 ) 
PILLARS OF STRENGTH 
Almost a full page of this newspaper was devoted 
Wednesday to pictures of the 160 men and women 
who are in the 1960 graduating class of the Medical 
College of South Carolina. This space was well used, 
for these are people important to the future of the 
state: doctors, pharmacists, pharmacologists and 
received excellent instruction 
from able professors. The people of this state pro- 


nurses. They have 


vided them with modern buildings and equipment 
needed for study. 

The state’s investment in the skills of these gradu- 
ates was wise. It will produce dividends in health 
and better living for all the communities in South 
Carolina. There are other dividends, however. Doc- 
tors, pharmacists and nurses are strong, stable ele- 
ments in every community. They are people who are 
trusted and who carry burdens of responsibility for 
others. Such people are pillars of strength within a 
state. 


From 1953 to 1958, according to Health Informa- 
tion Foundation, the proportion of individuals with 
insurance protection against hospital costs increased 
from 57 to 65 per cent of the U. S. population. Dur- 
ing the same time the proportion of persons with 
medical-surgical insurance rose even more, from 48 
to 61 per cent of the population. 


278 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 











Urology Award—The American Urological Associa- 
tions offers an annual award of $1000 (first prize of 
$500, second prize $300 and third prize $200) for 
essays on the result of some clinical or laboratory re- 
search in Urology. Competition is limited to Urolo- 
gists who have been graduated not more than ten 
years, and to hospital internes and residents doing 
research work in Urology. 

The first prize essay will appear on the program 
of the forthcoming meeting of the American Uro- 
logical Association, to be held at the Palmer House, 
Chicago, Illinois, May 16-19, 1960. 

For full particulars write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, 
Baltimore, Maryland. Essays must be in his hands 
before December 1, 1959. 


Yours very truly, 
Prize Essay Committee 


Miley B. Wesson, Chairman 


“Too much work and not enough play” is an 
occupational dilemna the U. S. physician should re- 
solve if he wants to keep up his own health stand- 
ards. 


Evidence reveals that the average physician is so 


JUST ONE ‘TABLET DAILY 


provides therapeutic levels ... for 24 hours... 
with low incidence of sensitivity reactions. . 
WHENEVER SULFAS ARE INDICATED 
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“I suggest two weeks of fishing in your case, 
Doctor. 


busy taking care of others that he doesn’t have time 
to take care of himself. 


Parke, Davis & Company’s “Patterns of Disease” 
reports a special survey on physicians’ health prac- 
tices and standards. The survey, both the largest and 
most recent of its kind, was conducted among more 
than 9,000 practicing physicians under 65 years of 
age engaged in private practice in this country. 


The U. S. physician undertakes a far heavier work 
load than the average person. Half the physicians in 
this study reported a work week of 50 hours or 
longer — at least 20 per cent more than the accepted 
norm of 40 hours. In fact, 13 per cent work 60 to 


64 hours and 6 per cent 80 hours or more! 


The result is he has very little leisure time. Close 
to 60 per cent of the physicians in the study stated 
they spend less than 10 hours a week on recreation. 
Even the physician with a hobby has virtually no 
opportunity to pursue it. Of the 37 per cent who 
mentioned hobbies, for instance, half stated that they 
spent only four hours a week or even less on their 
particular hobby. 


Vacations, too, tend to be inadequate. One out of 
20 physicians reported they took no time off for vaca- 
tions during the year, and more than one in 10 took 
only a week or less. 


Despite his crowded working schedule, the physi- 
cian loses less time from work due to illness than the 
average man. Two-thirds of the doctors in the “Pat- 
terns” study reported no time lost from work last 
year. The remaining third reported an average time 
of 3.8 days lost due to illness as against 7.4 days of 
work-loss by the average American man. 





Dedication ceremonies for the new McClennan- 
Banks Memorial Hospital on Courtenay Drive on 
May 31 drew a crowd of approximately 650 persons. 

The 31-bed hospital which cost $686,000 in county 
and federal funds is now open for patients. It has 
one private room, 11 two-bed rooms and two four-bed 
wards and a conference room. 

The hospital was termed “the beginning of a cru- 
sade against disease” by U. S. Rep. L. Mendel Rivers. 
The Charleston congressman predicted expansion of 
the facilities. “It is only the beginning in our cause 
to alleviate human suffering,” he said. 

McFall, the 
Charleston physician who will be administrator of the 


Rivers praised the work of Dr. T. C. 


new hospital. He has been a leader in efforts to estab- 
lish the new unit as a replacement for the old Negro 
Hospital and Training School on Cannon Street. 

Dr. McFall’s young son, Bernard W. McFall, cut 


KIND WORDS 

The following article appeared in the column of 
George Sokolsky recently, and is reprinted by special 
permission of the Charleston News and Courier and 
the King Features Syndicate. 

THINK BEFORE CRITICIZING YOUR DOCTOR 

I have received a rather large mail in response to 
an article I wrote about doctors’ fees. Those who 
complain have several arguments which ought to be 
aired. 

On the subject that doctors’ fees are exorbitant, 1 
can hardly agree with the critics. A man is entitled 
to charge what he thinks his services are worth. If 
an hourly wage worker wants more money for his 
work, he might go on strike to get it. School teachers 
and other city employees threaten to go on strike for 
more money. But if a doctor charges what he thinks 
his services are werth, he is called a scalper. A 
reader writes: 

“. . . Too many doctors today are absolutely com- 
mercial. They are thinking more of the almighty dol- 
lar than of the patient...” 

A DOCTOR can think about his patients all day 
long, but he still has to pay for taxes, rent, food and 


A HOSPITAL FOR NEGROES IS DEDICATED IN CHARLESTON 


the ribbon officially opening the hospital during 


vesterday’s dedication. 

Other speakers who praised the new medical facility 
were Dr. G. S. T. Peeples, South Carolina state 
health Mitchell 
Charleston County Council, and Charleston Mayor 
William McG. Morrison. 

The hospital is named in honor of Dr. 
Clifton McClennan and Mrs. Anna D. Banks. 


Dr. McClennan helped found the old Negro center 


officer; J. Graham, chairman of 


Alonzo 


and served as its medical director and surgeon until 
his death in 1912. He was a native of Columbia and 
a graduate of Howard University schools of phar- 
macy and medicine. 

Mrs. Banks was the first head nurse of the old 
Hospital and Training School and later became super- 
intendent of nurses. She died in 1930. 


clothing, books, publications and instruments. He has 
no way of earning a living except by charging for his 
time, skill and services. 

Some physicians and surgeons may charge more 
than their patients want to pay. That is a private 
transaction involving two individuals who can usually 
reach an understanding in advance of the services 
being rendered. 

The complaint is made that doctors are hard to 
find on Wednesday afternoons and Sundays This is 
one of the most difficult problems to solve. Folks get 
sick every day and at all hours of the day, but it is 
inhuman to expect that a doctor or anyone else will 
be around 24 hours a day, 365 days of the year. He 
might like to go fishing, too. He might like to visit 
his mother or attend a convention. He might even 
want to go to a show with his wife or to go courting 
so he can get a wife. 

IN THE LARGER cities, arrangements are usually 
made by doctors to cover for their colleagues through 
a telephone answering service. It does not always 
work out satisfactorily, particularly in a real emer- 
gency. Local medical associations ought to work out 
these problems satisfactorily. 
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Underweight Children Gain and Retain Weight 





with Nilevar’ 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not-recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





*Brown,S.S.; Libo, H.W., and Nussboum, A.H.: Norethondrolone 
in the Successful Management of Anorexia and ‘Weight Log’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 





It would be both an opportunity and an experience 
for young interns to service such an emergency com- 
mittee directly under a medical association so that 
dectors could be free on Sundays and on the Wednes- 
day afternoon which some take off as a break. 

The doctor who refuses under any circumstances 
to go on a house visit is wrong. I have never en- 
countered such a physician, not even a specialist, but 
if there are such, they should be pilloried. There can 
be no reason for an absolute refusal to make a house 
call. 

THE CRITICISM that doctors insist that patients 
go to a hospital for treatment is stupid. That is the 
best place to go to. It is impossible to give a patient 
as competent a treatment as in a hospital. When a 
doctor instructs a patient to go to a hospital, that 
is where the patient should go. 

It is unfortunate that there is a shortage of hos- 
pitals in this country and it is a crime that some of 
the hospital workers in our large cities are being or- 
ganized by professional union operators. Of course, 
everybody who works in a hospital is underpaid but 
is also true that practically no hospital is in the black. 

The suggestion that comes from one reader that 
“doctors use all of the facilities of hospitals as 
places. of business, putting it bluntly, wthout paying 
a cent for the privilege” strikes me as particularly 
nonsensical. 

Any hospital-connected physician, having a private 
practice works for that hospital for free. If hospitals 
had to pay doctors for all the work they do in the 
hospital, such institutions would have to close down 
after the first year’s budget. 

AFTER READING quite a large number of let- 
ters, I have reached the conclusion that many perscns 
expect to get medical services for nothing; that thes 
do not appreciate that a physician is a human being 
with the unusual habits, ailments, and requirements 
of other human beings; that many Americans have 
lost the habit of paying as-you-go but have, because 
of the Depression and the wars, taken on a habit of 
having things done for them; that they do not ap- 
preciate top value but will accept what comes so long 
as it costs nothing. 





BOOK REVIEWS 





ATRIAL ARRHYTHMIAS, DIGITALIS AND 
POTASSIUM. Bernard Lown, M. D., Harvard School 


of Public Health; and Harold D. Levine, M. D., 
Peter Bent Brigham Hospital, Boston. Landsberger 
Medical Books, Inc., New York, 1958. Price $6.90. 

The relationship of the blood electrolytes to cardiac 
arrhythmias and digitalis toxicity is only recently re- 
ceiving widespread recognition. Because it is of 
prime importance in the treatment of arrhythmias, 
and in the management of congestive heart failure 
itself, an understanding of this subject is of practical 
importance to nearly all physicians. One need not 
have a flame photometer at his elbow to recognize 
hypokalemia induced by excessive diuretic therapy, 
nor to administer potassium rationally for the control 
of these sometimes fatal arrhythmias. 

This book may have grown out of the authors’ well 
known studies of a particular type of paroxysmal 
atrial tachycardia (“P.A.T. with block”) which in 
most of their cases was produced by digitalis toxicity. 
More than half of their book pertains to that ar- 
rhythmia. Along the way they present current con- 
cepts of the interactions between digitalis and potas- 
sium which enable one to prescribe and regulate 
digitalis with greater safety for the patient. 

The book is less a comprehensive treatise of the 
various types of rhythm disorders arising in the 
atria than it is a discussion of some basic mechan- 
isms in cardiac physiology. It is generously illustrated 
with illustrative electrocardiograms, authoritative, and 
readable. 


Dale Groom, M. D. 


Voluntary health insurance coverage is increasing 
faster among people 65 and over than among any 
other age group in the country. Forty-three per cent 
of the population 65 and older now has such insur- 
ance—an increase of almost 40 per cent in the last 
five years. —Health Information Foundation 


About seven out of every ten U. S. families now 
have some form of protection under voluntary health 
insurance, Health Information Foundation reports. 
The proportion of insured families has increased al- 
most 10 per cent in the last five years. 
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